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FOREWORD 


This series of five books is a guide to action. The books specifically address the science 
movement activist. To such an activist, especially those working in the area of health 
action ,all five books are essential reading. We hope that these books are also useful to all 
non-governmental agencies that are involved in community health action as well as to all 
peoples movements and democratic organizations that want to improve the status of health 
of our people. 


Panchayat members desiring to plan for health interventions in their area can also use 
these books. Government officials in charge of public health and health professionals con- 
cerned about primary health care , may find some of the issues raised and solutions offered 
in this book useful. 


The five books of this series are 


1) 


2) 


3) 


4) 


The health campaign guidebook. This is an introduction to the rationale of 
this campaign and an overview of all its elements as well as some discussion of 


organizational and budgetary aspects. 


Child health & Women’s health. This book has three modules. The first module 
is on child health, the second module is on care for the pregnant women and the 
third module is on the relationship between women’s health and women’s rights. 
This includes a guide on anumber of support activities for women that represent 
concrete actions can be taken to address discrimination in the rural context. 


The Control of Communicable Disease: This book outlines approaches to how 
panchayats could contribute to the control of communicable disease in their area. 
While the fourth module and the fifth module, which describe TB and leprosy 
control respectively largely relate to health sector interventions, the sixth 
module on the control of waterborne and vector borne disease focuses on multi- 
sectoral intervention that only a conscious panchayat can adequately undertake. 


First Level Curative Care: The focus of this book is to set up a village medical 
kit in each habitation such that 25 to 30 essential drugs that are needed for the 
management of trivial illness and for provision of symptomatic relief are avail- 
able and accessible to all. The amount of suffering it would reduce and time and 
expense it would save for millions of the poor is inestimable. (In one estimation 
we made, a village of 200 households spends over 2.4 lakh rupees per year on 
just one illness, diarrhoea alone, almost all of which could be saved by the provi- 
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sion of such care. As more and more doctors who have paid over twenty lakh 
rupees for their medical education hit the market, this expense is going to shoot 
up.) This kit is also combined in this same module with an understanding of 
home remedies that could serve the same purpose. Another area covered is the 
management of simple gynaecological ailments for which again assistance is dif- 


ficult to come by and is extraordinarily costly. 


5) First Aid: The last book is on first aid for injuries and other emergencies that are 
s0 common in our villages. It is well accepted that such first aid must be avail- 
able in every habitation. Yet year 2000 draws on us and we find that almost no 
village has such a provision. This book which is only an adaptation from well 
known texts in this area will hopefully be used to close this gap. 


This series of 5 books comes along with another set of 15 booklets on women 
and child health, already published which are useful for mass education. Written 
in a language level that makes it accessible even to those with lower literacy skills 
this immensely popular series has been printed in over 7 languages and has sold 
over a lakh copies. Another popular series for public education that develops the 
case for health policy changes and health sector reform is on the anvil. The first 
of these, “Between Living and Surviving” has been well received and has run into 
its second reprint within a year of its publication. 


These five book series is written as part of an active intervention in 180 villages 
of Tamilnadu and Bihar organised by the Tamilnadu science forum, the Centre 
for Ecology and Rural Development and the Bharat Gyan Vigyan Samithi between 
1995 and 1998. These interventions have taken place under a wide variety of situ- 
ations — from places with a well developed health care delivery system to areas 
where no nurse or doctor ever visits, from contexts where the government has 
actively cooperated to areas where there has been almost complete governmental 
indifference . Almost all the practical suggestions that we have made emerge from 
the lessons we have learnt on the field as part of this programme. Many of the 
ideas that are developed in these books on policy issues are the result of our ex- 
posure to the discussions on policy issues within progressive professional bod- 
ies like the medical friends circle , as conditioned by our own experiences, at 
working on constructing alternatives and mobilising people for change. We hope 
that these books catalyse more and more peoples initiatives for creating an effec- 
tive primary health care system and contribute to efforts for reform of the health 
sector. 


T. Sundararaman 
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(BJECTIVES 


To improve the utilization of primary health care services. Intervention to achieve this 
objective is initiated by organizing community initiatives and by building panchayat 
capabilities through a number of planned activities. Such activities are to lead to the 
creation of necessary processes at the village level that are essential for a better utili- 
zation of existing health care services. The processes that are sought to be built up 
include more demand for these health services, more accountability to panchayats, 
more flexible programme designs that are able to cater to locally felt needs, and an 
approach to implementation of health programmes such that community participa- 
tion is facilitated. 


To improve community awareness and organisation needed for a better health status: 


Improved utilization of state provided health services must go hand in hand with com- 
munity-organized collective measures. By a number of organized self-help measures 
a community can take care of much of its health needs. This would help reduce the 
economic burden of illness that the poor face, It would invest the people and their 
organizations with considerable confidence and optimism. Moreover improvements 
in health status need cultural changes, in 
life styles and attitudes and values. Such 
changes need social reform and cultural 
movements, better organized by the people 
than by the state. 


To organize and empower women around 
their health needs : The initiation and 
strengthening of village level women’s or- 
ganisation is not only a means for achiev- 
ing programme ends but one of its most 
important goals as well. 


14)) THE RATIONALE 
aS 
THIS APPROACH 


A SUMMARY: 


1. The Alma Ata declaration of ‘Health for All by 2000 A. D’ and the consequent national 
health policy were largely desirable and achievable goals. 


2. The failure to achieve this goal is partly because political and economic priorities did 
not allow for the large investment that the health sector needs. 


3. But the lack of facilities and investment is only part of the story. Utilization of the 
massive existing primary health care facilities already created and health schemes is 
far below the optimal. 

4. The causes for the low utilization/effectiveness of existing public health sector lies in 
the way the health sector is structured and how functions. 


5. The state’s commitment to provide adequate health care to all its citizens, irrespective 


of their ability to pay for it, should not be diluted. Nor should its emphasis on compre- 
hensive primary health care be diluted .The state should run the PHCs and the other 


major National health programmes. 

6. Local planning for health and the adoption of processes that allow the community to 
participate in its health care, as part of democratic governance, is half the answer to 
the problem of low effectiveness of government schemes and facilities. 

7. Investing in community education and capability building and organisation so as to 
ensure community participation means more resources saved and means less wastage 
of scarce public funds. 

8. Even if state provided health services function optimally one needs collective action 
by the community for an adequate improvement in health status. 

4. Substantial changes in the design of many ongoing health schemes are needed if com- 
munity participation is to be facilitated. 
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12. 
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15. 
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People’s Initiatives for Primary Health Care is a necessary condition for change in health 
policies and for reform of the health sector. It is unlikely that the government by itself 
will do everything that is needed to achieve the Alma Ata goals .Nor will mere advo- 
cacy and agitation be sufficient to sustain , much less change the situation, in the ab- 
sence of grass roots initiatives by people’s movements to improve the health status.. 


The rich experience that various NGOs have attained over five decades of work in com- 
munity health, especially in training and deploying community health workers, are 
relevant to our effort to launch people’s initiatives. They have to be built upon to evolve 
an alternative approach to health care delivery. 


The government is not the effective agent to organize community participation (in- 
cluding the CHW programme) and to launch people’s initiatives. Yet for success, ac- 
tive cooperation and participation of the government is essential. We can learn from 
the experience of the total literacy campaigns to construct an effective partnership 
between governmental and non-governmental forces for this purpose. 


This programme is also expected to form a part of the coordinated efforts of the peo- 
ples science movements and other NGOs and peoples movements to promote panchayat 
level planning and interventions to improve the panchayat system. 


A peoples movement for better health is necessarily also a movement for women’s em- 
powerment. 


Building a self reliant people’s /women’s network is an essential component and out- 
come of this programme. 


The National Health Policy adopted in 1984, built upon this in the Indian context. It 
spelt out the processes that were essential to achieving the goal of Health for all in the In- 
dian context . Some of the Key processes are quoted below: (See annexure 2 for the full text 
of the policy) 

“1...To provide within a phased, time bound programme a well dispersed network of 
comprehensive primary health care services, integrally linked with the extension and health 
education approach which takes into account the fact that a large majority of health func- 
tions-can be effectively handled and resolved by the people themselves , with the organized 
support of volunteers, auxiliaries, para-medicals and adequately trained multipurpose work- 
ers of various grades of skill and competence, of both sexes. 

2...the large scale transfer of knowledge and simple skills and technologies to health 
volunteers selected by the communities and enjoying their confidence... 


3....the organized back up support of secondary and tertiary levels of the health care 
services, providing adequate logistical and technical assistance to primary levels.... a well 
worked out referral system that would not only provide for progressive improvement of com- 
prehensive health care services at the primary level but also provide for timely attention 
being available to those in need of urgent specialist care, whether they live in the rural or 


the urban areas. 
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4....(Health care is) not merely a collection of disparate health interventions but con- 
sists of an integrated package of services seeking to tackle the entire range of poor health 
conditions on a broad front, it is necessary to establish a nation-wide chain of Sanitary - 
cum - epidemiological stations...... These stations (established often at PHC levels) would 
participate in the integrated action plans to eradicate and control diseases, besides tackling 


specific local environmental health problems.” 


Unfortunately at the level of implementation all the emphasis on processes to be built 
up was changed to achieving a few targets, and catalysed by the influence of some interna- 
tional agencies, the concept of comprehensive health care was replaced by the notion of 
selective health care. According to this latter approach “since it is not possible to achieve 
everything for everybody we concentrate on providing 5 or 6 services which are the most 
cost effective”. Of which immunization was identified as the maintask. Family planning was 
anyway the existing priority for PHCs and this continued. No doubt as a result of this im- 
munization coverage improved dramatically and there was some fall in infant mortality. 
And beyond a point the fall in infant mortality and maternal mortality also slowed down. 
The overall figures of morbidity did not decline. Worse in this same period there was a 
dangerous increase in a number of infectious disease. If this failure to achieve the health 
for all goals, has not caused much anger or criticism , it is because most of the political and 
administrative apparatus never took the ‘health for all’ goals as a realistic achievable prior- 
ity .The critical differences between what the administrators were implementing and what 
is stated in the Alma Ata declaration was not understood .So much so that most administra- 
tors have not read the National Health Policy at all, and presume that the current policy of 
health care and the targets it has set is what is primary health care. This is not surprising 
since often innovations in health policy come out of discussions between funding agencies 
and administrators. National politics or policies have little role to play as few political forces 
have any active agenda on health policy or any perspective on health. The approach is built 
on the premise that “health for all” charter in its original form is desirable and achievable 
and that too within the span of a few years. 


2) The failure to achieve this goal is partly because political and economic priori- 
ties did not allow for the large investment that the health sector needs. 


The national health policy was launched at a time when the state was retreating from a 
number of roles under the new economic policies and later the structural adjustment.and 
globalization policies. Also, since health was such a low priority item politically, it was easier 
to restrict resources to this area of planning rather than politically critical areas like petro- 
leum or farm subsidies, or defence sector or other such politically important areas. Policy 
constraints also governed the failure to mobilize more resources through taxation and fis- 
cal policies, moves that must necessarily have been a part of a ‘health for all’ policy. 


One major consequence of this was the complete failure to build up more hospitals and 


curative centres in the public sector. This was a problem even in the nationa 
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document , which saw such roles as better left to the private sector. Today abbut half of all 
in hospital care occurs in the public sector despite such a massive expansion of private nurs- 
ing homes and such a two decade non expansion of public hospitals. This just shows that 
for half the population there is absolutely nowhere else to go. 


The second major consequence of this poor investment in health was the sharp limita- 
tion in funds for disease control programmes. And the third major consequence of the re- 
duced allocation was that the desired expansion of health infrastructure could not be 
- reached. Thus the plan envisages a primary health centre for every 30,000 population which 
is linked to sub-centres, one for every 5000 population. In remote areas the norm is a PHC 
for 20000 population and a sub-centre for every 3500 population. Though on paper this has 
been achieved, as many as half the centres have no building of their own, and are operating 
from inadequate, rented buildings. Officially vacancies in these centres are few, but in ef- 
fect many of these centres are not staffed for most of the time. Provisioning is also poor 
with essential drugs being frequently unavailable. 


- One would have expected a larger public outcry about these failures. That has not hap- 
pened. Spontaneous protests that have occurred refer more to functioning of district hospi- 
tals and perhaps to opening of medical colleges but not to primary health care. Though the 
poor health status of the people and the inadequacies of public sector health institutions 1s 
well known, such knowledge is by itself inadequate to effectively mobilise people for effec- 
This approach envisages that the task of expanding state funding 


tive primary health care. | 
les movements have so far adopted to ensure this 


1s a continuing task, but the measures peop 


has been inadequate. 
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3) But the lack of facilities is only part of the story. Utilization of existing primary 
health care facilities is far below the optimal. 


ue 
| 


mM <r 


‘It has been shown from studies all over that only 10 to 20 % of people use the primary 
center or the sub center for their illnesses. Almost 80% would go to a local private practi- 
tioner who would be a qualified or more often an unqualified practitioner of allopathic medi- 
cine. In come places indigenous medicine is alive and is used as the first choice, but in 
most places irrespective of what label the practitioner has, it is allopathic care that is 
practiced. It is also true that if the PHC or any other government institution is effective and 
easily accessible people do opt for it. There is no cultural or social reason for rejection of 
government institutions beyond the purely practical considerations. When it comes to hos- 
pitalization, most resort to public institutions as private nursing homes cannot be afforded 
by them. However even this is changing due to the worsening care and increasing costs (usu- 
ally hidden costs) of government health centres. Poor utilization is true not only for cura- 
tive services, but is also applicable for many of the preventive and promotive services that 
the public health delivery system is intended to deliver. Thus for example: nutrition work- 
ers distribute nutrition mix in almost every village of Tamilnadu. But often the most mal- 
nourished either do not access this or even if they do, a corresponding amount is reduced in 
their daily quota at home due to their inadequate understanding of the problem. Or iron 
and folic acid tablets are distributed but seldom consumed. Or Vitamin A syrup is not taken 
around and no one protests. Or there is a failure to identify all suspect tuberculosis cases in 
the villages serviced by a primary health center despite there being an adequate staff posi- 
tion and laboratory back up. Or failure to conduct even a single delivery or admission in the 
PHC’s beds. And so on. Only in family planning services, especially in female sterilization 
Operations, and in immunization services is the effectiveness at desired levels. When such 
is the situation, the demand to expand facilities and services in the public sector has mean- 
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ing and basic sincerity only if it goes along with an emphasis on improving utilization of 
existing services. There is no sense in demanding that more and more water (money) be 
poured into a leaking vessel. This approach makes increased utilization and sfectivenee yf 
existing public health facilities and services one of its central goals. : 


4) The causes for the low utilization/effectiveness of existing public health sector 
lies in the way the health sector is structured and functions.: 


@ Inadequate provisioning is only part of the problem of the public health sector. Poor 
staff morale and motivation is one major problem. The medical profession is by edu- 
cation and culture, and to a large extent by the background of those who enter it, geared 
to seek what is known as ‘professional satisfaction’ in the complexity and nature of 
diseases it addresses. The object of the true professional is no longer a sick person in 
his family and social setting but the management of disease in the abstract. Thus a 
busy out-patient clinic is not per see satisfying. The number of persons he has helped 
in a day carries little emotional rewards. What can make that clinic worth while for a 
professional is a few well defined diseases( or cases) he may chance upon in the course 
of going through it. If this abstract satisfaction is the first need, the next important 
goal is money. So a busy clinic in a private nursing home is welcome whatever the 
quality of cases but in a government setting it is most unwelcome. Almost all poor 
persons going to public sector health institutions complain bitterly of the rudeness 
and lack of dignity with which they are treated there. This is inherent in the training 
of the health professional. What makes it worse in the Indian setting 1s that differ- 
ences of class, caste and gender between the health care providers and the beneficiar- 
ies makes this problem acute. Thus for a doctor to be asked to work in a rural area, at 
government scales, treating the minor illnesses of impoverished triples is worse than 
failure. It is like being condemned. Now, when driven by market forces, medical edu- 
cation of the ten-lakh-rupee-per-seat variety expands dramatically, all these problems 


are bound to worsen. 
x ae eee 
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The lack of demand is also due to failure of the health programme to relate to local 
needs and perceptions and culture. So many of the health programmes are decided at 
the top. With little consideration of local needs and specification these are thrust on 
passive beneficiaries. Thus whether it is DDT spraying or universal iodination of salt 
or vitamin A administration or immunization, receiving populations have seldom any 
clear idea of why these are being undertaken, nor are adequate attempts made to clear 
their apprehensions regarding these programmes. But when people rush to the PHC 
for their emergent needs, for example a snake bite, they find the PHC unable to offer 
succour. At least if the PHC could refer them and transport them to a treatment center 
for the same it would be accepted. But since the time going to the PHC in an emer- 
gency is time lost, the PHC stands thoroughly discredited in peoples eyes. 


@ = The reason for the top down planning also lies in the lack of confidence that the plan- 
ners have in community participation and the advantages that the system has in stick- 
ing to such planning. Thus the planners cannot trust communities or health workers 
to identify night blindness cases and target malnourished children alone for Vitamin 
A administration. So the recommendation is for giving vitamin A to all. This is a prob- 
lem because even when 70% coverage is claimed precisely those who are in $reatest 
need get left out. This failure can be blamed on the administration by both profession- 
als and planners. They however fail to realise that it was the approach that was faulty. 
This approach incidentally benefits a couple of companies who have a monopoly of 
vitamin A production. The choice between insecticide spraying as the only mode of 
control of malaria or filaria and a much more holistic approach has similar elements - 
A lack of confidence in community role, a major profit for industry and a poor pro- 
gramme achievement that can be conveniently attributed to inadequate administra- 
tion. We are not suggesting that there is a conspiracy between industry and planners. 
Not at all. What we are saying is that given the structure of these institutions and given 
the equations of power between them, such plans are their ‘natural’ outcomes. We are 
ai that given this equation, there will be insufficient will within the system to re- 

orm. 


@ = The lack of felt need and therefore a demand for many of the services that PHC’s offer 
is also due to lack of adequate health education and information to the beneficiaries. 
Health education campaigns for ‘demand generation’ for the PHC’s services certainly 
help. But reducing measures to improve utilisation to mere ‘demand generation would 
be a mistake. 


People’s initiatives are absolutely essential to initiate and carry forward and shape 
the process of reform in the health sector. 


5) The state’s commitment to provide adequate health care to all its citizens, irre- 
spective of their ability to pay for it, should not be diluted: Nor should its em- 
phasis on beginning with comprehensive primary health care be diluted. The 
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record of government cooperation and follow up on such attempts. But the danger of run- 
ning a system completely parallel to and ignoring the official health sector is to be under- 
stood. Such an approach cannot be a replicable model or approach. 


6) Local planning for health and the adoption of processes that allow the commu- 
nity to participate in its health care, as part of democratic governance, is half 
the answer. 


One needs a Shift from the people as beneficiaries of a benevolent state to that of the 
people as prime movers of health care delivery. Health care must be a matter of the commu- 
nity deciding its health needs and taking the desired action with the help of expertise and 
resources made available to it by the government. This cannot occur for the health sector in 
isolation. For one health is a composite of drinking water and sanitation, education, nutri- 
tion, environmental health as well as of health care. The local self - governance bodies are 
one point of convergence of all these services, where they can be planned in an integrated 
manner. For another, the process of planning for health by identifying needs and consult- 
ing expertise, is applicable to all areas of development. Thus planning for health must be- 
come a part of the process of planning in all areas, and therefore of a more democratic gov- 


ernance as a whole. 

It would however be unrealistic to expect that the panchayats as they are today can 
plan for their health. Lack of capabilities to do so, lack of sufficient motivation or confi- 
dence to plan so and the domination of vested interests and narrow political interests would 


limit such attempts. This has been a reason for writing off any scope for community leader- 
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ship or for panchayats role. What we advocate is a major investment in a two year intensive 
process of engagement with the panchayat in awareness , planning and health intervention 
activities so that the panchayats have their capabilities built to,play such a role. Such a proc- 
ess is to be initiated through an NGO or any group with a known commitment to work for 
weaker sections, so that such intervention ensures that weaker sections, especially women, 
who need the intervention most are organised and have their interests adequately repre- 


sented. 


Eventually the health care facilities in an area must be locally accountable and under 
the administration and supervision of the community. Though there are barriers to such a 
transition today, it is quite within the realm of the possible. Such organisation of health 
care with the community playing a leading role is applicable to other sectors as well. To- 
gether they would contribute to making governance truly democratic. 


7) Investing in community education and capability building and organisation so 
as to ensure community participation means more resources saved and means 
less wastage of scarce public funds. 


At present the expenditure per PHC, including its sub centres, is about Rs 25 lakh non- 
recurring and about Rs.10 lakh per year recurrent. If we include investments in the 
anganwadi and balwadi programmes , it is still higher. Investing a further sum of Rs. 2.0 
lakh per year for two years per cluster of 30 villages (appox. 30,000 population) for foster- 
ing community initiatives and building panchayat capabilities, is a sound investment. 


8) Even if state provided health services function optimally one needs collective 
action by the community for an adequate improvement in health status. 
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: ike in much of Bihar for example). Such 
is needed for the health sector even where it is most effici é pees 

: : efficient. Our work shows that even in 
a place like Tamil nadu where the health sector is reasonably effective and one of the b 
administered in the country, there is a requirement for active community su se ie 
ticipation. For example when the ANM( this is the village nurse in charge of the sub-ce ay 
,visits the village the presence of a village volunteer to do the rounds with her elias ie 
work. Its easier to gather the children or the women, easier to follow up many measures lke 
ensure that TB drugs are taken or give paracetamol if there is a fever after the gaa 
tion etc. Moreover the nurses report that mischievous youth hesitate to jeer when a village 
woman accompanies her. But other than being of assistance to the PHC functionaries there 
are some health related measures that the health sector is just not geared to undertaking 
.For example: Health education and awareness, women’s education and gender equity and 
the organisation of support activities to help women are essential for ensuring an accept- 
able health status. Ensuring adequate sanitation in the village and other steps to prevent 
disease outbreaks are also measures that the community can organise to a large extent by 
itself. Even provision of first aid and symptomatic curative measures in those'small habita- 
tions (20 to 100 households) that are too far away from any medical help, is a measure that 
some villages need to take to ensure adequate health care for itself. Moreover health is also 
a function of behaviour patterns and life styles and it is only a change in cultural awareness 
that can promote behaviour and life styles that are promotive.of good health. These need 
cultural and social reform movements. (for example raising the age of marriage or first 


child). 
This approach aims not only to increase utilization of government health facilities and 
schemes but also to generate a number of community self-help measures and campaigns for 


social and cultural reform. 
9) Substantial changes in existing design of many health schemes are needed if com- 
munity participation is to be facilitated. 


Even if community participation and coordination with existing primary health sec- 
tor is adequate one will need substantial changes in existing design and funding of certain 
health programmes and health facilities if sufficient impact needs to be made. Thus for 
example an alternative malaria control programme may be able to plan for addressing all 
sources of vector breeding through voluntary street squads as well as undertake spraying 
operations by its staff, while propagating insecticide impregnated mosquito nets through a 
local enterprise — all as part of a comprehensive plan made with the community. Or a tu- 
berculosis control programme can look to community chosen representatives to guarantee 
full case detection and treatment compliance. Though existing programmes state the need 


for such measures they just do not allow any space for it. Existing government schemes 
i rr 
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however provide facilities and resource allocations that should be fully utilised as part of a 
locally more appropriate health plan. 


This is all the more so when health problems beyond the focus of present health struc- 
tures-like non-communicable diseases (diabetes, fluorosis, epilepsy, rheumatic fever, men- 
tal illness, physical disability etc are just not part of any public health programme today 
though millions of the poor suffer from such diseases,) are addressed. Making vertical na- 
tional control programmes for each of these diseases is just not possible. Whilst many of 
such diseases are beyond the scope of this book, the central thrust of the changes needed 
for addressing there is the same as that outlined in this proposal-namely the basing of health 
delivery on local (or area specific) planning, along with local capability building backed by 
- adequate referral and information systems. The processes established during this pro- 
gramme can be built upon during future expansion to cover a more diverse range of health 
needs. Where there is adequate confidence in this approach and where there is sufficient 
partnership between non-governmental and governmental structures a larger and more ef- 
fective mandate of what may be called “district level planning” for health can be initiated in 
parallei with this proposal which would address all these problems. Such a holistic district 
level planning approach would be ideal. (But at present neither is there the political will nor 
is there any consensus on such a decentralized and participatory planning approach. The 
excessive reliance on a few vertical disease control programmes has robbed the nation of 
the opportunity to develop a comprehensive health care programme, which could have taken 
place with very little additional monetary investments than what the vertical plans required.) 
Under such circumstances the science movement has to settle for a modest beginning in 
some selective areas of health that is consistent with an alternative approach and the action 
plan for a tentative shift in this direction is outlined in the book. 


10) People’s Initiatives for Primary Health Care is a necessary condition for change 
in health policies. 


It is unlikely that the government by itself will do everything that is needed to achieve 
the Alma Ata goals .Nor will mere advocacy and ag:tation be possible to sustain a movement, 
much less change the situation, in the absence of grass roots initiatives by people’s move- 
ments to improve the health status. 


} Pointing out the poor status of health and the government responsibility in this, is 
inadequate to effectively mobilise people for effective primary health care or for improving 
the public health institutions. This occurs partly because over the last two decades the po- 
litically important opinion makers -the middle classes and the politically active — are al- 
ready seeking their own health needs in the private sector. (for example when a minister 
fell ill in the sixties he would be rushed to the VIP rooms of the government general hospi- 
tal at Madras. Now he would be rushed to a five star corporate hospital.) It partly ree 
because peoples perceptions of health needs are more shaped by market forces than by sound 
scientific and policy considerations. (thus who insists on better training for the health work- 
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ers, whereas there is a lot of mileage in opening new scan centres or medical colleges or 
intensive care units). Finally, peoples own experiences of existing PHC services are so poor 
that it does not constitute a credible mobilisational demand . Changes in health policy will 
not come from advocacy and agitation alone. One needs to work closely with people in help- 
ing them face their immediate health problems and helping them to save the lives of their 
children, and to protect themselves from the numerous easily preventable infectious dis- 
eases that they fall prey to. To run down such working with people for their immediate needs 
and consider only advocacy work as politically correct is neither ethically acceptable nor 


practically feasible. Initiatives of the sort that this proposal envisages will need sustained 
grassroots work. 


The leadership for such activities must be from a group that is capable of acting as a 
pressure group to push for policy changes using the credibility and mobilization that its 
grassroots intervention provides. Such a group needs an identity that is distinct from both 
government and panchayat. It can come from a coalition of interested NGOs or peoples 
movements. 


It must also constantly seek new allies and new avenues to expand such interventions 
to more and more of the population. This in turn would enhance its ability to catalyze policy 
changes that in turn would enable further grass roots intervention. 


11) The rich experience that various NGOs have attained over five decades of work in 
community health, especially in training and deploying community health work- 
ers , have to be built on to achieve an alternative approach. 
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Programmes like Jamkhed in Maharashtra, SEWA-rural in Gujarat, RUHSA in Tamil 
Nadu, The FRCH programme at Mandwa, Vivekananda Girijana Kalyana Kendra at B.R.Hills, 
Mysore, the SEARCH programme of Gadricholi, Maharashtra, the RAHA programme at 
Ambikapur, Madhya Pradesh, are all successful community health programmes that have 
demonstrated beyond any reasonable doubt that community health workers can deliver sub- 
stantial improvements in health status. Most of these programmes had little to do with ex- 
isting government programmes and relied on their own medical staff for back -up support. 
Most of these programmes received sustained financial support from funding agencies. Such 
sustained support is not available to most NGOs. The out reach of all the reliable NGOs put 
together is small. Hence a straight-forward replication of these programmes is not possi- 
ble. That should not however lead us to miss the central significance of these experiments, 
that given a much higher community involvement and a community health worker provided 
with adequate support, substantial improvements are possible - and can be achieved now! 


12) The government is not the effective agent to organise community participation 
and to launch people’s initiatives. Yet for success active cooperation and par- 
ticipation of the government is essential. 


This proposal also takes into account the sharp limitations of government run com- 
munity health programmes in the late seventies and early eighties as well as better organ- 
ized efforts like that of the on-going Jan Swasthya Rakshak Programme of Madhya Pradesh. 
The community health worker in many of these programmes became a poorly paid func- 
tionary of the existing health structure or settled down to practice as one more quack. Both 
outcomes were not useful. Besides, a community health worker programme directly ad- 
ministered by the health department cannot act as a corrective or even as supplement to the 
health programmes. Most of these attempts were dismissed as failures. Whereas the com- 
munity health worker programme provides impressive results in the hands of NGOs, left to 
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the 
Hea ae health sector and its professionals similar results are not available any 
A ite Challenge 1s to construct a widely replicable community health worker programme 


voluntary character. This needs some alteration of the usual design of NGO led communi 
health programmes as well as a strategy of “working with the government.” This nee 
builds on the experience of the total literacy campaigns and its lessons repardin aie Ne 
of partnerships that could be built between government and Be covern eae a ae 
The best results were obtained in those districts where there was both a deditled sad 35 
tive district collector anda capable NGO to jointly lead the programme, with the NGO bej : 
allowed space to select, motivate and build its team while the collector lent the authorit e 
his office to it, enabled their work physically and financially. The collector also took a lead 
in planning the programme but as a partner of the NGO, rather than as the sole authority. A 
very active team of senior officers from Delhi took a operative role to ensure that district 
administrations learnt this new role. The failure of the literacy programmes in those dis- 
tricts where the programme was hastily launched before such people’s network support could - 
be built up or the district administration could understand its different role is an important 
corollary lesson from the total literacy campaigns. 


The critical role of the Bharat Gyan Vigyan Samithi in building people’s network sup- 
port for the total literacy campaigns in a large number of districts is another important 
lesson. This experience is important as it shows that it is possible to replicate voluntary 
action programmes in districts where there is no voluntary organisation readily available if 
there is a planned and patient process to build up such a voluntary network. Again it is not 
the government that builds up this network but a coordinated grouping of NGOs. 


If district level interventions are proposed, the suggested approach would be for a co- 
ordination committee of NGO and government at district and state level with the funding 
distributed amongst both for their respective tasks. The tasks are distributed such that work- 
ing together the results would be optimal but even if on occasion the government support 
was inadequate the programme would still be viable. 


In smaller block level first stage interventions when the NGO network is only getting 
built up, the programme may be initiated through the NGO alone. 


Where governments are not responsive to the need for such partnership, peoples move- 
ments must initiate programmes with their own funds, with a longer time taken for build up 
and a lesser number of outcomes planned for. This would set the stage for more effective 
action later. This proposal is primarily addressed to people’s movements who wish to initi- 
ate health action irrespective of government willingness to collaborate, though we indicate 
the larger possibilities if government enters into a partnership on such an effort. 

The literacy campaigns have also had a more direct association with this approach. 


"he situation ina district after a good literacy campaign is conducive to the launch of health 
initiatives. The literacy to health campaigns conducted in 20 districts of seven states have 
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shown that in many districts the network of literacy volunteers, largely made up of young 
women are available and receptive to such a health campaign. The pilot health projects of 
Ramanathapuram, and Vellore in Tamil Nadu and in Jehanabad and Madhepura in Bihar 
have helped the science movements to develop the tools (e.g. training materials, monitor- 
ing strategy, disease surveillance strategy and other programme design specifics) needed 
for this approach and to field test the strategy. 


13) This programme is also expected to form a part of the coordinated efforts of the 
peoples science movements and other NGOs to promote panchayat level plan- 
ning and interventions to improve the panchayat system. 


The planning process in Kerala, in whose development the Kerala Shastra Sahitya 
Parishad had played a key role has inspired both administrators and NGO’s to look at 
panchayat level planning as a form of intervention in the developmental process. However 
Kerala enjoys a specially favourable environment that facilitates such planning. In states 
where neither the technical resources nor the political will for such decentralization is readily 
available, such planning efforts are more in the nature of capability building and advocacy 
for change. Moreover, in many of these states, given the nature of domination by local vested 
interests, one needs to show that the programme design ensures that planning efforts serve 
the needs of weaker sections. This proposal moves towards panchayat level planning, while 
addressing these concerns. In this approach panchayat planning in the health sector is the 
outcome of two years of activities. These two years of activities are planned to educate and 
equip the panchayats as well as to give some organizational strength to weaker sections 
(especially women) so that their needs are better represented in the planning proc- 
ess. 


14) A peoples movement for better health is necessarily also a movement for wom- 
en’s’ empowerment. 


Women have a much higher sensitivity and interest in improving the health situation. 
Moreover problems of women’s health are inextricably linked to patriarchy and gender dis- 
crimination. The movement for better health therefore becomes a part of the fight for gen- 
der equity. This aspect of the health movement can be used to enhance the possibility of 
sustaining the programme. Amongst various possibilities for sustaining the spirit of the 
movement, the formation of women organisations or networks, is one of the most feasible. 


15) Building a self-reliant people’s /women’s network is an essential component and 
outcome of this programme. 


Interventions for health or women’s empowerment have to be sustained over years to 
make a lasting improvement. Implementation of sucha programme should go hand in hand 
with the building up of an organisation or a network which can guide the programme and 
constantly shape it and prevent it from either being co-opted and deduced to dc 
bureaucratized routine government scheme. Such an organisation is also neces 
pand the programme and carry it forward in the future. "ae 
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ACTIVITIES 


The activities that are undertaken as part of this programme may be categorized into 
those that are directly related to health interventions and those activities that facilitate and 
support such interventions. Amongst the former are interventions in child health, inter- 
ventions for women’s health, interventions in the control of chronic communicable disteaes 
(especially tuberculosis and leprosy), interventions in water borne and vector borne dis- 
eases, and the provision of first level curative care. These are outlined below but are pre- 
sented in detail, as so many modules, in the next 4 books of this series. The supportive 
activities are detailed in the other chapters of this book itself. 


CHILD HEALTH: 

MODULE 1 : CHILD HEALTH (BOOK 2) 

Outcome expected: @ Better child health as measured with child malnutrition as the 
index. This implies decreased child morbidity also. 

@ Decrease in under five mortality. 

@ Full utilization of immunization services, ORS, de worming, 
iron and folic acid supplements, Vitamin A supplements, and 
supplementary feeding programmes. 

Approach: @ Children are weighed once in 6 months and level of maJnutrition 


is charted. 


@ Trained health activists visit families of children at risk regularly 
to ensure adequate feeding practices, utilisation of services and 
optimal disease prevention and management strategies. Indeed 
the central activity in the entire programme is training the ac- 
tivists to be able to analyse the childs ill health in its social set- 
ting and be able to enter into a dialogue with the mother to sug- 
gest optimal practices instead of merely prescribing or advising 
a standardized set of do’s and don't’s. 
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Of all the activities in this programme this is the most emphasised and.monitored 
activity, and where a measurable change due to health activist intervention is most 
likely. This activity also helps the health activist and thereby the entire programme to 
reach the poorest of households and draw them into the larger programme. 


Problem: in our experience so far we find it very difficult to train volunteers to play this role. Training 
is difficult because a substantial change of attitude and approach is required. Volunteers tend to ‘tell’ 
the mothers to do this or not do that. They tend to ‘prescribe’ advice. They tend to attribute failure to 
heed advice to poverty or illiteracy or sheer lack of interest in their children. Instead they need to 
understand the inadequacy of the advice they have given . They need to recognize that mothers are 
intelligent and doing their maximum already, and they must therefore enter into a dialogue to uncover 
what improvement mothers can make. Their function is to support mothers. Approached properly 
they can make substantial improvements even in the most desperate of situations and win the love 
and respect of that family. 


Frequently Asked Questions: 


Q. Aren't we duplicating the job of the anganwadi and sub center nurse ? Isn’t this precisely what they should be 
doing ? 


A. To some extent, yes. But this is not an easy task and a trained volunteer of high motivation from within the 
community itself to assist in this function is really useful. Moreover paid employees doing such functions tend 
to focus on some visible, monitorable components like maintaining the register, giving the noon meal or the 
immunization injection etc. The much more important task of dialogue and problem solving and advice is 
lost. Even for the health activist unless the training is followed up by repeated joint retraining village visits she 
too would relapse into the dominant pattern of confusing the peripheral but visible tasks with her main pur- 
pose. (Often these functions are not carried out and it needs a health activist’s persistence for such services to 
reach the needy child.) 
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WOMEN’S HEALTH : 


MODULE2 : CAREIN PREGNANCY (BOOK 2) 


MODULE3 : GENDER ISSUES IN HEALTH & SUPPORT ACTIVITIES 
FOR WOMEN (BOOK 2) 


Out come expected @ Community awareness of all the neces 
productive health 


sary components of re- 


@ Full utilization of peri-natal services and family planning serv- 
ices especially as regards spacing options., 


@ Improvement in pregnant women health status reflected in re- 
duced anaemia and low birth weight babies 


@ Better availability of assistance for minor gynaecological illness. 
(this is detailed in module 7 in book 4) 


@ Support activities for women’s empowerment — credit coopera- 
tives, library and information centre, enterprise development, 
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Approach 


Viable local women’s organisation especially for weaker sections. 


Visits to families of all pregnant women and dialogue/advice 
where necessary with the women and their families. 


Active support to Village Health Nurse and trained day so that 
services available for pregnant women reach her adequately. 


Initiating a women’s health committee 


Initiating a self- help group/credit cooperative in each village and 
building up other support activities around such an institution. 
This includes a village library and information centre with pref- 
erential access to women, arrangements linked to the district to 
assist women who are victims of violence, guidance on employ- 
ment and income enhancement options etc. While the credit co- 
operative and the library is an essential feature of this programme 
the others depend on the strength of the team and the nature of 
funding available. 


Educational and cultural campaigns around women’s health is- 
sues. 


Assistance to women for relief from minor gynaecologic prob- 
lems and prompt referral for more serious problems. 
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In the Tamilnadu scene, registration of pregnant women and giving them immuniza- 
tion is near universal. However only about two thirds would get tablets for anaemia 
correction and only one third of it would actually consume the necessary amount. Ante 
natal check ups take place, but effective action for high risk cases is a problem. A 
considerable number of deliveries are still by untrained dais, though the majority of 
deliveries now take place in institutions, private or public. In such a scenario the health 
activist and her role is limited to reinforcing the inputs provided by the sub centre and 
ensuring that all its services for the woman are effectively utilized. Of course ensuring 
training of dais and monitoring their work is also essential. Advice and provision for 
spacing particularly need reinforcement by activists. 


In contrast in a place like Bihar immunization , anemia correction and identification 
of high risk cases and training to dais were all tasks that the health activist herself had 
to undertake, as the official structure just could not provide most of these services to 
the poor. 


In both the states however support activities like credit cooperatives ,library and in- 
formation services were welcomed by the women. Moreover in Bihar, and even in 
Tamilnadu in certain areas like Kandili block in Vellore district of Tamilnadu the age 
of marriage was a serious problem and cultural campaigns on this issue were needed. 
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CONTROL OF CHRONIC COMMUNICABLE DISEASES. 
MODULE 4: THE CONTROL OF TUBERCULOSIS (BOOK 3) 
MODULE 5: THE CONTROL OF LEPROSY AND COMMON SKIN DISEASES (BOOK 3) 


Tuberculosis and Leprosy are the main two diseases in this category. The strategy of 
control in such conditions is essentially early diagnosis of all cases and complete treatment 
so as to reduce the sources of infection in the community. 


Expected Outcome 


Approach 


@ Considerable decrease in prevalence of these diseases. 


@ Intensive door to door survey of all households is organized to 


pick up all suspect cases of tuberculosis. These are graded for 
likelihood of tuberculosis using a very simple four- question 
based grading system. 


Case detection camp is held after the survey and all suspected 
cases are brought for medical examination by doctors. 


Confirmed cases of tuberculosis are initiated on treatment. 


After the camp all the suspect cases that need further investiga- 
tion are assisted to get this done and all cases are followed up till 
they are symptom free or properly diagnosed. 


All cases confirmed are met along with their families and if nec- 
essary some respected members of the local community to im- 
press upon them and arrange for complete treatment and this is 
followed up in subsequent months by the health activist. 


@ In the case of leprosy the 
process is similar to the above except 
that the case detection camp is held 
as a skin diseases camp. Here the ma- 
jority of simple skin ailments are 
treated, while the cases of leprosy are 
picked up discreetly-and followed up 
later. 


@ Key to this approach is the 
involvement of the community in all 
the above steps. The health depart- 
ment staff have merely to be present 
at the camp and initiate investigation 
and drug treatment efficiently. 
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Such TB camps have been conducted in over a 100 villages in the pilot programmes. In 
the first camps we realized that to Prove a case to be tuberculosis was not easy. For 
one, it was not always possible to arrange for a technician to come and do sputum 
testing and sometimes the person who came was not competent or motivated. Even 
when we got the competent technician, the sputum test could be negative. We learnt 
that in two out of three active cases of tuberculosis, the sputum test was negative. These 
cases needed an X-ray, which meant a visit ,or sometimes repeated visits to the dis- 
trict hospital or to a private facility. It was not easy to take all the Suspected cases 
there and one needed to know whom to give more attention to. Then quite often even 
after the X-ray the doctor would not be sure. He would like to treat the patient with 
some antibiotics and then examine him again. Maybe he would repeat the X-ray, if the 
person did not get well with the antibiotics. Then it was also difficult to get the PHC to 
start treatment without such confirmation. Often even if there was confirmation, there 
would be a reluctance to start treatment. Many patients were told to come to their pri- 
vate clinics first! And yes there was also a reluctance to treat persons in the above 70 
years age group in the public sector! (Faced with open objections in one center to treat- 
ing the elderly, we had to demonstrate that the children in these houses invariably had 
tuberculosis. Only then did they get convinced.) All the problems of diagnosis were 
much higher in children. Primary complex was a diagnosis easily made in the private 
clinic, but rarely made in the PHC. 


The very simplistic notion of one camp to detect all cases and start treatment soon 
after was a dream. It was then that we evolved the tactic of volunteers grading the 
persons into five grades A to E, with grade A being certain tuberculosis and E being 
almost certainly not tuberculosis. This helped the village to follow up the cases in vary- 
ing ways over a 6-month period, which was the minimum necessary to detect all cases 
and initiate treatment. But yes ,the camp helped in a major way-as awareness build- 
ing, as panchayat mobilization and to some extent for case detection.! 
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WATER BORNE AND VECTOR BORNE DISEASE CONTROL: 
THE CONTROL OF WATER BORNE & VECTOR BORNE 
APPROACH TO SANITATION (BOOK 3) 
© increased awareness of water borne diseases and vector borne 
diseases and measures needed to prevent it 
@ greater demand for sanitary facilities 


MODULE 6 : 


Expected Outcome 


@ greater panchayat understanding and 
concern about unsafe drinking water sources 
and unsanitary conditions and measures 
needed for ensuring safe water and sanitation 


ao < 
and to prevent the breeding of mosquitoes. 
Pf @ Possible to reduce incidence of dis- 
“A 4p VA eases like malaria if sufficient government sup- 
(/ Jy Z port and panchayat mobilisation and funds 
f come together. 
Approach 


@ intensive health education 


@ Survey and drawing up a comprehen- 
sive plan for safe water and sanitation that in- 
cludes reduction of vector sources. 


@ Surveillance for gastroenteritis outbreaks and promotion of safe 
water and sanitation in such situations. 


@ Panchayat funds and mobilised resources used for implement- 
ing the action plan, along with concerned government agencies. 


@ Eventually a linkage with the sanitation mart approach to sani- 
tation delivery. 


The pilot health programmes in Ramnad and Vellore and Jehanabad have not focused 
on this area of water borne and vector borne diseases as the resources available did 
not allow for it. Health education on these areas was done, but no comprehensive in- 
tervention was attempted. However a relevant programme on sanitation was experi- 


mented with. However, there is considerable experience with other agencies in these 
areas. Especially the Midnapore model on sanitation and the Kheda malaria control 
programme are trendsetters that can be built on.. The module on this aspect is based 
on all these experiences. 
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FIRST LEVEL CURATIVE CARE 
MODULE 7 : VILLAGE MEDICAL KIT (BOOK 4) 
MODULE 8: FIRST AID (BOOK 5) 


Expected Outcome @ Better outreach of available preventive services that require regu- 
lar provisioning (like ORS packets, deworming tablets, iron and 


folic acid supplements, condom or oral contraceptive supplies) 
for primary care. 


@ Basic symptomatic treatment and first aid made universally ac- 
cessible. 


@ Decreased reliance on unqualified and grossly- irrational locally 
available medical help with pressures to rationalise such serv- 
ices. 


@ Building up of a referral system at the grass-roots between com- 
munity based health volunteers and the primary health care sys- 
tem. 


Approach @ Building upon the existing drug depot scheme by providing train- 
ing to health volunteers to run this, as well as linking it to the 
other preventive and promotive aspects of health care. The drug 
depot is renamed the village medical kit. 


@ This Village Medical Kit is to provide three services 


a) symptomatic care in trivial illness with early recognition 
of serious complaints that need referral 


b) first aid for simple cuts and 
bruises and for common health prob- 
lems encountered 


c) help in some common 
gynecological problems 


@ Referral system is organized 
with the following components 


Q referrals are sent only to those 
doctors who agree to participate vol- 
untarily and who are willing to use 
it to reinforce the health activist’s role. 


QO referrals are prioritized for 
some select disease conditions -like 
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suspected tuberculosis, or malnutrition not responding to 
diet alone, cases of blindness etc. . 

Q referral cards sent with the patient are kept back by the doc- 
tor with his advice to the health activist written on it. Sub- 
sequently these are collected by organizers and sent to the 
activists at the village. 


Enabling letters issued by the health authorities to the PHC doctors enabled those who 
were interested to actively participate in such referral support to health activists. (those 
who are not interested will not cooperate despite orders and we found it better not to 
refer cases to them.) Alternatively we must identify a local hospital or doctors who 
volunteer to play the role of providing referral back up to the health activists. However 
one has to choose such doctors with care and one must sensitize him/her to the under- 
standing of rational and cost effective care that the progressive doctor ought to have. 
One of the regent tasks before us is to develop the material and approach needed to 
semitize those doctor who out of a personal community or due to our intervention get 
interested in our work. 


SS 
THE HEALTH CAMPAIGN GUIDE BOOK 


COCeee PT pala’. 


THE INTRODUCTORY 
PHASE a 
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. This phase is essential to orient the district team to a basic understanding of the issues 
involved in health intervention. Most district teams already have some understanding of 
what needs to be done in health intervention. Very often they consult friends within the 
medical profession, often very senior experienced doctors to learn what needs to be done 
as health intervention. It is however difficult for them to fashion a programme out of it. 
Either it is not practicable or it is just not very interesting for people to get into, 

In the introductory phase the health teams understand what we mean by health and 
health interventions as well as develop a broad understanding about the health status and 
the health infrastructure and the health interventions needed in this area. This phase also 
helps them to identify and initiate village level activists from whom tomorrow they would 
be choosing the health volunteers and the health committee. Finally it is a phase of waiting 
for funds or resources where we learn and prepare even as we wait. 


The introductory phase needs to have three components. First is one or two rounds of 
sensitization or orientation camps. This occurs both at the onset and before the end of the 
programme. 

Second is making an assessment of the health status, the health problems and the health 
interventions that are needed in the cluster of villages or block where the programme ex- 
ecution is proposed. Third is a programme of mass education and sensitization using health 
booklet based group discussions , and if possible a kalajatha or sideshow lecture campaign. 


All this takes from 6 months to a year to complete and it is advisable that only those 


that complete this on their own should go in for a more intensive programme. (A small 
amount as seed money may be given through a lead NGO if the government wants to ac- 


tively initiate a peoples network for future partnership. ) 


The sensitisation camps: 

About 2 or 3 activists from each of the 30 to 60 villages chosen for the campaign - 
brought together in one or two three day sensitization camps. The mp aes a or 
introducing the 15 booklets that outline an understanding on women and child health. 
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First sensitisation camp: 
Day 1: Status of health of Nation: 

What is health? What are causes of ill health 

Safe Water, Sanitation and good health. 
Day 2: Child health: 

Women's Health -an introduction. 

Participatory Rural Appraisal of health facilities in a village (field visit) 
Day 3: Women’s Health continued. 
Understanding the programme. 
Discussing health assessment and future action. 


In the subsequent round of camps the health survey reports are made available . Based 
on it a future action programme is charted. The first and most immediate 3 follow up ac- 
tion is to conduct a mass awareness campaign on health using the booklets and the health 
assessment and planning reports. The second round of camps serve as the training camp 
for this campaign. 


Second sensitisation camp. 


Day 1: Presentation of health status report and action plans 
Child health - Nutrition, ARI, Immunisation, Diarrhoea. 
Field visit on child health 

Day 2: Child health continued. 


Women’s health -reading and discussion of all 7 booklets and skits based 
on them 


Day 3: Understanding the PHC and its limitations 
Understanding the whole programme. 
Understanding the immediate action programme. 


Health assessment and health planning. 


In all 30 to 60 villages, after the first round of sensitisation camps, a_ participatory 
rapid appraisal of health status and health infrastructure and its function is undertaken., 
using the questionnaires shown below. The doctors and other health professionals are also 
met and interviewed. Then in 3 or 4 villages a door to door survey is also conducted and the 
data is consolidated and analyzed. Together with these data, in a joint sessions with some of 
the elected panchayat reps also participating, a panchayat action plan may be drawn up. 


Note that the suggestion is that the participatory appraisal is done in every village but 
that the door to door survey is compulsorily limited to 3 or 4 villages (so that it does not 


34) mew affect work planned later on, as part of the main campaign.) The panchayat 
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health action plan may be used to decide which of (Each training module gives is the details 
of training and strategy for intervention in one specific health priority. It is understood that 
all 8 modules need will not be introduced in the main programme. Some districts may choose 


to introduce only 2 or 3 of the modules) the training modules are needed in this area and in 
what sequence they are to be introduced. 


Health awareness campaign: 


Following the preparation of the health assessment and planning reports, a second 
round of training camps is held. In this activists from each village are trained to dissemi- 
nate the understanding we now have based on our reports as well as our general under- 
standing of health as expressed in the 15 booklets. They are also taught different approaches 
to communication. One approach used extensively in Bihar is the Lok Sampark Abhiyan, 
where a group of communicators go from village to village to conduct group discussions 
and to give a more interactive form of lecture in the villages. In many parts of the country 
the kala jatha would be a major vehicle of carrying forward a health awareness campaign. 
The use of small impromptu skits made in each village based in the booklets, each of which 
are very propagandistic and pretty low on artistic content but nevertheless highly enjoyable 
and communicative is another approach that has worked wonders in many districts. 


By the time this campaign ends we would have identified the best volunteers and built 
up support and we should be in a position to start the main campaign beginning with the 
recruitment of the fulltime staff, and the health activists and the opening of registers.. These 
are detailed in the next chapter. 


SS OSS 
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Health assessment formats for introductory phase 
Form 1-A 


(For rapid rural appraisal ) 
Form IA - BASIC DETAILS. 


1. Name of village: 2. Name of panchayat : 


3. Block: 4. District: 


5. Panchayat Details: 
Sl]. No. | Name of 
Village 


Total SC/ST 
Population Households 


6. Access to villages: 
Village | Is there a 
Road? 


All-weather Buses/day | Busesto | Buses to 
Road? block HQ} PHC 
ERR 


7. What are the main occupations? 
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8. Other socio-economic features that appear related. (caste composition, number of those 
who have mud, tiled or cemented houses, the approximate educational status, special 
problems like drought etc, that may be related to health). 


Note: 


When we say rapid rural appraisal or participatory rural appraisal, we are referring to 
specific a technique of collecting data. The important understanding in this is that 
one need not go house to house to collect data. A group discussion with a cross-sec- 
tion of villagers is adequate. If we draw a map of the village and ask about each house 
we can even get a lot of useful quantitative data, which is accurate enough for our pur- 
pose. The forms given are only to guide such discussion so that we do not leave out any 
important topic. 


There are some types of bias that may occur in such data collection. For example only 
the men may speak up. One has to be aware of these biases and take corrective meas- 
ures to avoid them. Some of the data in the forms given below are best got from con- 
cerned people and cross-checked in such a group discussion. For example the 
anganwadi worker will know best about her work and one must interview her for those 
details. But in the group discussion we may realise that some of her figures or state- 
ments may need to be modified. Participating Rural approach is best done by those 
trained for it and the best way to train porous to do it is by doing it with them. 
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Form 1B - VILLAGE HEALTH INFRASTRUCTURE DETAILS 


A) Is there an anganwadi ? 
How many children go daily? 
Timings? 
Is the worker regular? 
What functions are performed adequately? 
What functions are performed inadequately? 


B) Is there an balwadi there? 
How many children go daily? 
Timings? 
Is the worker regular? 
What functions are performed adequately? 
What functions are performed inadequately? 


C) School: 
What classes are there. How many children attend? 
Distance from village? 
Is noon meal programme there. If so, the details. 
What health programmes were done last year. 


C) | Sub-Center 
Distance to sub-center? 
Does ANM stay there? 
How often is this village visited by her? 
What functions does the ANM do well? 
What expected roles are not done adequately? 
What are the perceptions of the sub -center. 


D) Primary Health Center. 
Distance to PHC? 
Time taken by bus /frequency .of buses/no. of buses etc. 
How many doctors are posted/available there? 
For what health problems do people go to PHC? 
Are deliveries conducted in PHC? 
Is there TB case detection? 
What other such programmes from PHC are they aware off? 
How many beds are there in PHC? 
How often are they occupied? 
What are perceived inadequacies of the PHC? 
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A) 


B) 


C) 


D ) 


E) 


FORM IC - TYPES OF MEDICAL CARE 
(to be filled in the group discussion mode) 


Non-MBBS doctors (describe each doctor separately) 


a) how many ‘doctors’ (non MBBS) are there in this village and nearby villages 
(within walking distance) 


b) What are their qualifications? 

c) Are they practicing /prescribing allopathic drugs also/exclusively? 
d) Whoare the traditional healers in the village? 

e) What is the perception of their role? 


MBBS doctors. 
a) who are the MBBS doctors who are nearest to this village. 
b) What is their availability? 


c) For what health problems/circumstances do people go to him? 


Taluk hospital 

a) How many doctors are posted /available there? 
b) What problems do people go there for? 

c) What does it cost for a delivery there? 


d) What is the perception of its function? 


Dais 
a) who are the dais of this village? 
b) Are they trained? 


c) Interview dais to understand their perceptions. 


Cultural /Religious Practices —health related. 
a) spirits /temples/godmen! to people approach 
b) Do people go to them as additional or as only resort? 


c) What are their usual practices in this area? 
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FORM 1D - INTERVIEW WITH DOCTORS 

Cover at least one PHC doctor, one private MBBS doctor and a non-MBBS doctor. 

For PHC doctor: 

a) What are the drugs available? List all of them? What are the drugs in the sug- 
gested medical kit that are not available in the PHC? 

b) What surgeries are done? 

c) | How many deliveries are carried out ? d) What are the schemes being implemented 
through the PHC? 

e) Is their data on diseases treated/detected in the PHC? 

For all doctors: 


Approximate information on type and number of diseases they encounter. (It is ad- 
equate if we fill up either the second or the third column) 


Cases seen Deaths due to this 
(in this year) (in the year) 


AIDS/STDs 


Cancers 


Pains and aches 
Trivial complaints 
Any disease outbreaks in the last year? 


What are their (doctor's) 
i perceptions of causes of ill health? What are their percepti 
of what community initiatives are needed? a 


What are their perceptions of Govt.. help is needed? 
What do they consider their main problems or needs for being more effective? 
On outlining our plan to them, in what way do they think they can help? 


THE HEALTH CAMPAIGN GUIDE BOOK 


a) 


No. of households using community toilet 


Form B 


Village Level Data Collection 


Hamlet/habitation drinking water & sanitation report 


Hamlet Sanitation Report 
No. of households 

with domestic toilet 

Sceptic tank 

Pour flush (no sceptic tank) 
Dry pit latrines 

Others 


using open area 


Desire for toilet with readiness to pay 


Desire for toilet, not ready to pay 


b) 


c) 


Hamlet Drinking Water Report 


No. of households 

using piped water domestic 
using piped water public 
Domestic well 

Public well 

Borewell/hand pump 

Pond 

Stream 

River 


Hamlet 

Total population 

Total no. of households 

Total no. of SC/ST population 
Total no. of SC/ST households 


PRCSOHO FAT ere oD e Leos ee DESEO COTE CC EESS 


COOP e eee reeseroeeesceeeeeseseesesese 
SOOO e eee ereeeeseeseseresesssecesees 
POPC e eres eeer eee eeseeeeeeeesseuceres 
POCO C eee erro reese eeeeeeeseseeseses 
COOP Cee e wees eeseeseeeeeeeseHeesesees 
TERR Ree Ree eee eee eee eee eeeeeeeeEeEes 
PORE O Oem ee eee eee eee eee eeeseeeeene 

eee eee eee eee eee rere reer eee eee 


eee eee ee eee ee ee ee eee 


Supplementary 
Sa Source 


EERE — — — — — —— HHH HERRERO eee 


SERRE EERE ERE EEE EE ERE H ER 
Pee eeCeCCOC OCC COSTS TT) ee Teer 
SERRE RRR Ee = = HERE HEH HEHE R EO Ee 
SERRE RRR eRe E Eee = = HHH EERE HEHEHE EEE 
SRR R EERE EEE EHH = = — RHEE EEE E HEHE REET ERED 
SOR Reena eee eee eee eee = =—«§«»_«-- HHH HEHE HEH EEE EET ES 
Pree eer er eee reer eee. 


See eet ew eestor eeeeeeeese (== SFE HH HEHEHE ESSE EEE 


TeEeETEOE CEOS See 
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d) Hamlet Water Source Protection Report 


Pond 

Used only for drinking 

Other non drinking uses 

a) bathing 

b) washing after defecation 

c) washing (clothes/utensils/cattle, etc.) 
d) irrigation, others 

Distance from open defecation areas 
Distance from nearest latrines 


Yes/No 
Yes/No 
Yes/No 
Yes/No 
Yes/No 
Yes/No 


eee eee eee eee eee eee) 


Months of the year when water is available from it ..............0++ 


Stream/River 

Other non-drinking water uses a, b, c, d. 
Distance from defecation areas 

Distance from nearest latrines 

Public perception of water quality potable 
Is water available at all times 


Wells 

Deep well/shallow 
Step/Dry well with no steps 
Nature of well 

Covered 

Linked 

Parapet 


Comment on present state of each of above :: 


Mode of water collection 
Direct 

Bucket 

Handpump 

Electric motor 

Others (mention) 
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Perennial/seasonal 


eee ee meee eeeeeeeee 
Peewee eee were eeeeeeee 
eee r eee eeeeeeseenee 


"Yes/no 


Yes/No 
Yes/No 
Yes/No 
Yes/No 


Yes/No 
Yes/No 
Yes/No 
Yes/No 


Platform 

Brick pavement/concrete/plastered 
Distance from the defecation area 
Distance from nearest latrine 


DOP Pee eee eee eee ee 
POPP O eee eee eeeeeeeeeses 


Other details 

Is it chlorinated regularly/occasionally/not at all. 
Is bathing/washing done within 15 metres of well? 
Depth to water 

Danten waite 
Public perception of water quality/potable Yes/No 
Months of the year when water not available in well 


eee eee ee eee eee ee eee ey 
eee eee eee eee 


Pee eee eee ee ee eee eee ee 


eee eee eee eee eee ee) 


Borewell/Hand pump 

Is it properly constructed from health point of view Yes/No 
Distance from hamlet 

Distance from nearest defecation site 
Distance trommmearest latriness( 8 btecnenctsezafncenens 
Public percepiiomof water quality 8“ ntndensnencecesucnapey 
BRCGUCRCROGMMICOKCOWDS 8 satensaatcnennncnsevane 
Arrangements for repair and its effectiveness seesesesseseeeseseseees 


POPP ee eee ee eee eee eee 


POPP eee eee eee eee eee eee 


Piped Water Supply 

Is source of water protected adequately eesesesesverseseseees 
Is there filtration of water from sOUrCe ——eaeseneseneneneneseeees 
Isoverhead tank regularly cleaned neesesessssenesesnsees 
Is overhead tank regularly (daily) chlorinated 

(especially if water isnot being filtered) = ssssssersesssenneesees 
Arenumber of standpostenough —_eesssssessenenteneetees 
How many hours of water supply ;per day sseevsesssssssessssees 
How often and why do people have toresort to other sources......... 
Does sewerage system also exist. _sstssenssennesenesennes 
Is there any leakage into pipe system sssretevssssnvssssssees 


c) Hydrology 

Type of Soil 
Percolation. Test : 
Ground water level : 
Any decline or increase of level in last few years sesesessseeseseseeeees 


TREE TELOOO Cee 


IS oa 
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f) Social Utility of Drinking Water Source 
Source Source A Source B 
e.g. Pond e.g. Well 

No. of households who 

use it even occasionally 

Average distance of 

source from household 

No. of household who use 

it as sole water source 

No. of months of a year 

when water is adequate 


5. Is water availability 
decreasing over the years. 


Source 
e.g. Hand Pump 


g) Water Quality Testing Report 


h) Drawa map of panchayat showing all drinking water sources. Mark the incidence of waterborne 
diseases in it. 
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Form C 


Household Health Survey 
Mandal/Block Panchayat Village 
Name of thethead .............ccscssenstes Doon No.....,...... SC/ST/Others 
Persons total 


Below 5 years 
Howmany illiterate persons in 15-40 age group. Total 
For children below 5 years 


Male Female 


Any child born in last one year Y N No. 


Any death in household in last one year 


Pregnancy associated ¥ N 
Still birthY N  AbortionY N 
Any diarrhoea/dysentery in last 2 weeks Y N, NOsacee 


~< 
Zz 
iz, 
2) 


Any incidence of jaundice in last 1 yr. 
Any prolonged fever (over 2 weeks) in last_1 yr. x N.._. NOsdiveadsan-. 
Drinking water source used (specify order of priority) 

Pond Stream Well Hand-pump 

9. Sanitation facility used. 


POeeeECe Pee eee 


oo SD ae 


Nil Domestic Type: Community 
Latrines Latrines 

10. Ifno latrine used 
Whether latrine desired 4 N 
Whether willing to pay to construct Y N 
Latrine 


ye 
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Instructions for Survey 


l. 


We start with the least offensive question which is immunization status. 
Ensure that girl children are specifically asked for 


If no vaccine is given write 0 
- if given write | or 2 or 3 to indicate number of times it was given 


For BCG check scar on child's arm or thigh, if child is present. If response is that BCGis given 
but no scar is there, search carefully for scar. If still no scar is given, mark D. 


- Diarrhoeal episodes is only crude data - whatever is repeated may be written down - ask for 
episodes in last 2 weeks only. 


Usually just mark yes or no. Since this is a house hold questionnaire in larger families there may 
have been more than one birth. So number of children born may be written, if more than 1, oth- 
erwise assumed to be 1. ; 


This question requires some training. Particularly for death of infants careful questioning - was 
any child born and died soon after, within 1 - year must be asked separately. If it so occurred then 
the age at death must be marked in months. 


If the death is of a woman between the age of 15 and 45 you may specifically ask whether she had 
been pregnant at time of death or delivered within 6 weeks of her death. 


If the answer is yes, circle Y, otherwise circle N. 


In the cause of death column ask for any diarrhoea or jaundice. If others it can be marked as 
others. But if they know the cause e.g. TB, this may be written down. 


For question 5 and 6,7, 8 number of episodes in one person and number of episodes in household 
as a whole are taken together. Thus if 3 persons had diarrhoea and two of them had it once and one 
of them had it three times the number to be entered is 5. For question 7, note fever less than 2 
weeks must not be noted. 


Prolonged fever is an indicator of preventable infectious diseases (e.g. typhoid, malaria, tubercu- 
losis, pneumonia etc.) 


For drinking water source strike out those not applicable and put 1, 2,3 in order of main source 
for those used. 


. This is basically a question to sensitize persons and collect a very crude data. Do not expect per- 


sons to be willing to pay for latrines, at this stage of the campaign. 
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Form C 
Consolidation 
The Village Health Situation Report 
A, Statistics 
Name of village 
Name of panchayat 
Total No. of households 
No. of SC/ST households 
jE So DE ele reocsercsetes Prcnadlisedtefsadserercarcoulrg ) 
PAUOLED Terorecendroccatearssesiees. 
No. of illiterate in 15-40 T.u.cececccecesoceseseeevereee 1 SIT OAN ie..2 OEE 55 ) 


No.of unimmunized children Tu.....02-c0-000 eee | T Sapa ee a | RR en a ) or not 
fully immunized 


Deaths from birth to 1 year To... ecccccoesneneecneeneers 4 RE oes D-cenirinonie ) 
DE IROR b= DYES, Toc corcecececcsnscsecosvereece ‘ta Ra EEA ) 
Deaths associated with diarrhoea To... eeeseeeeececcereoee fT OR. | See ee RE ) 


Incidence of jaundice in last 1 year -..---------rseeeereeeee 
Incidence of prolonged fever in last 1 year -.---c---ceeeereneeesneeem 


ee > 
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THE MAIN 
PROGRAMME 


ORGANIZATION AND SEQUENCING 


The introductory phase of the programme helps to identify the modules or compo- 
nents that are most relevant to this area. Once this is identified, and once the key persons 
who are going to support the programme at the block level, as well as those women who are 
going to work full time are identified, then the main programme can begin. 


The main programme needs a wide range of activities to be carried out within the short 
space of two years and with a limited force of community based volunteers. The key to this 
is diligent organisation, giving great attention to detail, and a very carefully planned choice 
and sequence of programme events. 


Organization structure 


At the block there is a health committee made of three to four part time resource per- 
sons and two to three full time trainers. (facilitators). One recommends one full-time trainer 
for every ten health activists. A full-time coordinator coordinates the health committee at 
the block level. The part time resource persons qualify by their past involvement in the 
science movements’ activities and their readiness to understand this new area of work. They 
have an important role in sustaining the programme.. The full -time personnel are prefer- 
ably women who are compensated at about Rs.700 to Rs.1000 per month,. It is this full time 
team along with the coordinator who does the bulk of the work and who will form the 
strength of the emerging women’s network. After two years the organisation must find a 
way to support them without depending on the government. It is preferable, if not essential, 
to find women who will certainly remain in that area indefinitely so that they can sustain 
the programme after the project period. 


At the village level the key person is the health activist. Invariably a woman, preferably 
a young woman of at least 8th class education, likely to permanently reside in that village 
(married), this health activist acts as the coordinator of the village health committee that 
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Health Activists: 


The health activist plays a crucial role in this programme. There is one per village, 
or to put it more accurately for every 150 to 200 households or for every habitation 
»whichever is smaller.. There is no honorarium paid by the project, though we do not 
rule out other forms of support .(see chapter 8 for details). The stress on their work 
allocation is on preventive care, as well as the peg of the community based health moni- 
toring system , as well as a organiser of the village and mobilises in the village for 
health related issues. 


Once acceptance in these roles are secured , then and only then, she is also equipped 
to provide minimum symptomatic care and first aid. 


Most community health worker programmes insist on the need to begin with cura- 
tive skills. We differ and we, for many reasons , find this more appropriate as a replicable 
strategy . We are able to sustain the interest of the CHW in a preventive role because in 
this programme design the nature of family level intervention she provides in the houses 
of children at risk is effective and measurable and visible to both family and commu- 
nity. By pushing back her curative role to a secondary role, we are able to emphasize 
and build on her other functions as organizer and mobilizes and as preventive actions 
first line. This also helps avoid their joining the already burgeoning population of the 
RMP or quack . Hence our renaming the CHW as health activist ( to be later a women’s 
activist). 

A good quality of referral support is essential for this nature of work to be effective 
and this can and does often become the Achilles heel of our programmes. 


Sequencing: 
Each component is introduced sequentially and once internalized and made part of a 
regular process the next component is introduced. For example one usually will start with 


a) Identifying the health activists for each village. This is best done in the introduc- 
tory stage. The block resource team in consultation with our village level contacts 


and the official panchayat structure chooses health activists. 
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e) 


k) 


Preparing the register. This is like a survey where basic demographic profile and 
details of each child below 5 years of age are gathered and entered in the register. 


Then the first round of training is completed 


Then all the children below five are weighed and the high risk children identified 
and house visits to these houses are initiated. month | and 2). The weighing of chil- 
dren may be initiated as a well publicised bawl mela or other form of environment 
building. 

One round of meetings with health employees and panchayat members is organ- 
ized. A round of kala jatha (cultural programmes by a travelling group) builds up a 
favourable environment (month 2 and 3). 


Second round of training strengthens child health programme and introduces wom- 
en’s health components relating to care in pregnancy.( month 4) 


Third round of training strengthens both above components. (month 5) 


Another round of panchayat sensitization and village meetings, followed by the 
anti tuberculosis camps. A one day training on tuberculosis precedes the first camp, 
the camp itself acting as the second day of training. Introduction of referrals along 
with the tuberculosis camp. (month 6 and 7) 


Introduction of the village medical kit ( first level curative care) following a 3 or 4 
day training camp.(month 8 and 9).Second round of weighing childrenj) Strength- 
ening all the four above element s through repeated one or two day training and 
field level follow up. (month 10 to 12) 


Introducing remaining elements of women’s health and initiation of support activi- 
ties like credit cooperatives. (month 13) 


It may be noted that all activities once initiated are continuing activities but initiating 
them in sequence not only allows us to structure training and support but allows for ensur- 
ing that field conditions are adequate for such introduction. (Thus, for example, a medical 
kit is introduced only in a village where the health activist is well trained and effective.) By 
the 16th month all the proposed components must be introduced. After this the stress of 
the programme is on improving effectiveness and building up for sustainability. 


The sequence given above is not mandatory, except for out sting recommendation 
against introducing the medical a it first. One can begin with water and or with the 
tuberantion care - detection camps with initiating credit cooperation and so on. However 
once a module in introduced it needs to be fully implemented and reach a certain level of 
stability before we proceed to the next module. 
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Expected outcome 


Approach 


oO Today the village health nurse or ANM in a sub-center has a multitude of regis- 
ters to fill. Some states have as much as 17 registers. Much of their time goes in 
filling this but little use is made of all this data .For a health activist who is un- 
paid, even one register is too much. That is why the emphasis is in her recording 
in only one or two pages regularly. This should not take more than a couple of 


hours every month! 


PROGRAMME 
MONITORING 


@ To install a functional community based health monitoring sys- 


tem which can be used for panchayat level planning as well as a 
constant feedback for programme improvement. 


To ensure that our interventions aim for and achieve measur- 
able outcomes and so that we can use this input to constantly 
improve on the programme. 


A single register has been designed. The register is initiated by 
the entire group and subsequently the health activist needs to 
update only one page regularly-the page which records the four 
vital events of death, birth, marriage and pregnancy. About each 
of these events one or two additional details are recorded. Thus 
about births, we ask for sex of the child, whether it was a normal 
delivery, and type of delivery assistance. About death we write 
down the age and the stated cause of death. About marriages we 
record the age of the spouses. And about pregnancy we need to 
assess antenatal services availed of so far. In the page on disease 
outbreaks one or two specified diseases can also be recorded. (For 


design of register see the appendix.) 
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@ When the register is initiated the information recorded is done 
by a group and it is updated on occasion afterwards. This initial 
data includes the basic demographic profile, the child immuni- 
zation status and weight of children below 5. These data are gath- 
ered in a survey mode at the very outset of the programme by a 
group of the entire block team, and this data serves as the base 
line reference data. Later suspected tuberculosis and leprosy 
cases are also recorded as part of case detection camps. 


The activist need not submit any written report, but once every 
month, the new data recorded in the vital events page is copied 
from her register by the visiting facilitated and this is entered in 
the block level register or computer. 


We strongly advocate against the health activist being asked to fill a monthly 
form and submit it. Form filling then appears as her central goal. It is much bet- 
ter that the facilitated visits the village, copies out the necessary entries, inquir- 
ing at the same time whether the follow up action needed for each of the events 
entered were carried out or not. If not carried out it can be done immediately. ( 
For example if a birth is recorded we may want to know the birth weight which 
was recorded, or advise on breast feeding or spacing or on immunization that 
was given. If a pregnancy is recorded health education and ante natal check ups 
are required ) The copied down data can be submitted later to the project HQ for 
computer entry and analysis. 


@ This register is able to guide in identifying the children at risk 
and their response to the programme. 


All children below 5 are at risk. Of these children in grade 3 and 4 of ,malnutri- 
tion are in danger of dying from the very next episode of diarrhoea or respira- 
tory infection that they get. Children with malnutrition in grade 2, 3, and 4 are 
likely to be having frequent episodes of diarrhoea and respiratory infection and 
worms and vitamin deficiencies and they need special attention to prevent this 
and improve their health. But above all the most important group to visit is the 
6th month to 12th month child. This is the age when in almost all children growth 
falters and the vicious cycle of malnutrition and disease begins. A good inter- 
vention at this age prevents malnutrition and has fairly dramatic effects on the 
overall child health situation. The register helps activists and facilitators to iden- 
tify the families in these priority groups and focus attention on them. 
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@ Basic statistics of birth and death rates also become available. 


From this register the following data analysis have been generated. Number of 
children malnourished, with age and sex distribution. Infant and under 5 mor- 
tality. Immunization coverage. Birth rate. Number of deliveries by untrained dai, 
by trained dai, and institutional . Abortions, still births, neo-natal deaths. Age 
of marriage. Basic demographic data would also be available. So much data from 
just one page to fill in for one or two hours per month! 


@ Computerization of this data will cost relatively little. This will 
allow for easy analysis and display of data which would be very 
useful for programme management as well as to inform and in- 
volve the community. 


A computer with an investment of about Rs.35000, installed at the block office, 
can make a substantial difference to the programme. It can help monitor the pro- 
gramme by generating appropriate reports and reminders. The facilitates for each 
cluster of ten villages would update the data from each village monthly and carry 
with her appropriate reports and queries before she visits the village the next 
time. The time needed for data entry after the first entry of base line data would 
be only a couple of hours per week. The computer would also help in disease 
surveillance and help as an information bank for related developmental inter- 
ventions. The software necessary for health interventions is field tested and ready. 
For other interventions the software needed is under generation. 


@ TB, Leprosy case detection and follow up. When the case detec- 
tion work of anti tuberculosis and anti leprosy campaigns start, 
the list of cases, categorized into 5 groups are entered in each 
village register. Every month the follow up action of the cases in 
each category is assessed and suitable action taken. Till all cases 
are put on suitable drugs or cleared of suspicion of being TB or 
leprosy 

@ Disease surveillance. This is a separate programme component. 
However one aspect enters the register-this is the community 
based disease surveillance. If a disease surveillance programme 
is launched and only if it is launched, some of the diseases ear- 
marked for surveillance may have a community based compo- 
nent. Note that all diseases are not suited for such surveillance 
and diseases where the project team can take no action if detected 


should also not be placed in surveillance. 
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In the pilot programmes community based surveillance was restricted to out- 


breaks of gastroenteritis defined as more than five cases within two weeks, out- 
breaks of measles, defined as more than three cases within two weeks, outbreaks 


of jaundice, more than three cases within two weeks, even a single case of polio- 
myelitis. Local health professional based surveillance was initiated but could not 


be sustained due to lack of resources. 


Problems in filling up the register: 


l. 


Though apparently filling up one page monthly is not difficult in practice most regis- 
ters are very incomplete initially. Worse, the events missed out are invariably the most 
significant. A death of a girl child for example, or a still birth. The excuses are many 
(death occurred in mother’s house, or this child does not belong to this village etc.) 
but clearly they are excuses. It appears that most volunteers assume that this informa- 
tion needs no special efforts to collect and will be known readily. Little do they realize 
that it is not so, especially for the most important ones . Also the rigor and need for 
accuracy are not understood. Such a programme gap is soon corrected if the facili- 
tated insists on the village health committee playing a role on updating the register 
and also uses the register to ensure that the health activities take place, instead of just 
noting down the figures. Also it helps to focus on making a special effort to gather in 
information on pregnant women as early as possible and then follow up the outcome. 


Register only programmes: Often the registers are well filled , but nothing beyond it happens, 
just like it happens in the government programme. This frequently happens where there are 
organizers who monitor the programme by just looking at the register and who have an insuffi- 
cient understanding or sensitivity to health issuesone has to repeatedly remind them that. The 
register is for a better programme - one has to repeatedly remind ourselves. Not that the pro- 
gramme is for a good register. 


Frequently Asked Questions: 


Q. 
A. 


Why do we need this data? 


To understand who needs help most. To understand how effective our help is. To understand the overall 
situation so that we can plan for the family, and for the panchayat. 


Isn't this duplication of existing work? 


To some extent. But it is important for the community to have its own data gathering mechanism if it must 
plan for its health. Such a vehicle of programme monitoring is a key to community participation. It is also 


important to emphasise that in health stations. If so a mechanism of meansuring it is vital 
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DISEASE SURVEILLANCE 


(This is useful if carried out in partnership with government and/or a medical college 
etc. In the absence of such partnership this component is optional as it needs a fair amount 
of administrative infrastructure and professional inputs to be fully operationalised.) 


Expected Outcome @ Community based data and information feeds into the district 


level disease surveillance effort and local health planning proc- 
ess. 


@ Meaningful involvement of all health care providers in the pub- 


lic health effort with some upgrading of their understanding and 
skills. 


Approach @ All private health care providers who agree to participate and all 
government doctors and village health nurses and all health ac- 
tivists are provided with printed, addressee post cards. When the 
participant encounters a disease outbreak that conforms to the 
case definition provided he fills up the card and posts it. The dis- 
trict office then initiates the intervention measures needed and 
acknowledges the information received. The list of reportable 
diseases is kept very limited-only those that are a focus of the 
current programme merit attention. 


@ The health care providers receive a regular bulletin summariz- 
ing the data received along with written material that updates 


their understanding and skills. 


@ Computerization of this service along with the computerization 
of the programme monitoring will be relatively of low cost but 
very effective 


Problems encountered : 


Resistance to allowing an NGO, (or for that matter, any authority except whoever would 
e directorate of health) to undertake disease surveillance is almost 


come directly under th take ¢ | 
blic health authorities is essential for success. 


universal. Yet such autonomy from pu 


‘lance necessarily needs to be institutionalized and is better organised by 


Such surve | . : 
ation for professional integrity or a re- 


a well established medical institution with a reput 
puted well established NGO with sufficient infrastructure. 

eillance center equipped with the latest in serological 
fessionals would want. But as an immediate measure 
based and private practitioner based in- 


One can have a sophisticated surv 
testing -which is what most health pro | 
4 much lower cost version combining community 


ation is feasible. 
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The most well known and effective of district level disease surveillance meas- 
ures in India is the NATHI programme , conducted by dept. of microbiology of 


CMC hospital, Vellore. This may be studied and built upon by those working in 


this area. 


Frequently Asked Question: 
Q. Is disease surveillance essential to the conduct of this proposal.? 


It is not essential. But it certainly helps to involve the local health professionals and adds a dimension to 
this proposal that makes it more effective and credible. The government can also conduct disease surveil- 
lance independent of these peoples’ initiatives but then one would lose the component of community based 
surveillance and the community based health data without which the surveillance is less useful. Also the 
leaving of the community- based component, in many professional proposals disease surveillance prefer, 
illustrates the problem of Indian health planning that we are talking about -namely the failure to design 
programmes such that it builds up increasing community awareness and provides adequate space for com- 


munity participation. 


A. 


THE HEALTH CAMPAIGN GUIDE BOOK 


nee re FE 


Expected outcome 


Approach 


ce 


f 


: 


r 
| 
t 


i 


Hh 
ti 
i 


; 


Mi 


i 


i} iy 
\ 


; 


: 


i) 


| 


———— 


MOBILIZATION AND 


PANCHAYAT 
CAPABILITY BUILDING 


. 


i 


@ The elected panchayats get the data -base, motivation, skills and 


— 


rKO 


Ww 


confidence needed for planning for health in their area. 


Community is adequately informed of existing health pro- 
grammes and participates in their implementation. 


Community understands the need to take self -help measures to 
safeguard its health interests. 


Weaker sections of the people get better access to health facili- 
ties. 


The approach to mobilization is at three levels. First is the 
sensitisation and involvement of the elected panchayat members 
as well as other interventions needed to make panchayats play a 
operative role in primary health care. The second is mass mobi- 
lisation so that there is increased awareness in each and every 
individual in the community. And the third is the creation of or- 
ganisational structures( largely committees) that allow the ini- 
tiative to shift to people and to sustain these changes. 


Elected panchayats: 


Sensitization and training programmes for elected panchayat 


members 

Frequent occasions for elected members to participate in pro- 
gramme events and an active role for them in these events. Thus 
calling on them to inaugurate a programme, or greet a visiting 
team or to host a lunch etc. helps to involve them. 


Periodic presentation of health status and programme reports 


to the elected persons using appropriate display of data, so as to 
(eS er a: 
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inform and involve them 


4. Specifically involving them in drawing up a panchayat level plan 
and involving them in mobilising funds or other assistance from 
block panchayats or health administration to implement these 


plans. 

@ Mass mobilisation: 

1. Cultural programmes using local folk forms as well as street thea- 
tre forms. (The 'Kalajatha' is the most important of there) 


2. Programme features like organizing TB and leprosy case detec- 
tion camps and child weighing or surveys can be used to create 


such an event. 


3. Frequent village meetings and individual contacts with all fami- 
lies and informing them about health status and measures being 
undertaken. 


@ Organizational structures: 
1. Formation of a village health committee. 


2. Formation of a women’s health committee. 


Our experiences in forming the village committees have been mixed. Where there is active government participa- 
tion and some immediate tangible benefits they are easy to form. Such committees are usually made of a few 
elected representatives and a few of the Govt.. functionaries and some of the activists. However such committees 
are seldom useful for initiating changes and they are difficult to sustain. Yet we start with these committees as a 
tactic. Meanwhile, after a couple of months when the health activist is on the job another women’s committee, 
composed of a woman from every ten to twenty households is set up. The stated reason for this is to help in gath- 
ering the vital events and to help the health activist. Over time repeated classes and training that is conducted for 


this group of women. This not only helps the health activist but also helps the group evolve into the health commit- 
tee and later into the women’s committee that coordinates all the activities of the programme in the village. Occa- 
sion is then created for these women to meet and mix with other such women committees in the area, as well as to 
meet other women’s groups and organizations across the state. This helps consolidate their women’s movement 
identity and provides. them the motivation to persist with this work despite lack of government funding .it creates 
the true people’s movement spirit. The taking up of other interventions like support to women victims of violence, 
or womens libraries or credit cooperatives also helps develop this women’s movement identity. 


3. Formation of credit cooperative groups. 


4. Active involvement of a youth group or of a women’s group that 
is already existing in this area. 


5. Linkages between local organizational structures and district / 
state level NGOs/organizations 
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STRATEGIES FOR 
SUSTAINBILITY 


Any health programme is not a short duration, one time act . It has to besustained for 
long periods of time. But funding for the community initiatives programme cannot con- 
tinue indefinitely, especially at this scale. That would only add another structure, which 
over time would bureaucracies and fall into the same problems as the present structures. In 
that sense this is only a two-year campaign that is being proposed. But then the questions 
that arise are how to sustain the programme after the initial two-year phase? 


For a health administrator the logic for supporting some form of continued voluntary 
organisation support would be as follows. “Without an independent network to support the 
village health activists and the panchayat level planning efforts, these initiatives cannot be 
expected to continue on their own. Any government therefore is interested in sustaining 
such a partnership. Besides as the health priorities to be addressed changes the govern- 
ment would need mechanisms to equip the health activists and the panchayats.” 


For a peoples movement the key concern is: “ How to sustain a pressure on the govern- 
ment mechanism and health sector so that it is responsive to people’s needs and so that it 
reform. Without such a pressure, relapse is inevitable. Also how to sustain the pressure for 
changes in women’s status and in people’s attitudes.” In other words - “how to build up the 


women’s /people’s movement with health as the entry point.” 


Sustaining the programme has many components and levels: 


A) At the village level : 
1. Health activists may continue their work voluntarily, as theirs is only a part time task.. 
An identity of being part of a larger grass-roots women’s movement, undertaking many 
activities like support to women victims of violence, credit cooperatives etc., would 
foster such voluntarism. This is the only feasible option where the government sup- 
port is weak and where many of the panchayat system is largely non-functional or 
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dominated by vested interests. But this approach has many positive reasons for its ac- 
ceptance even where government support is there. 


Alternatively the panchayat could pay a small encouragement fee to the activist for a 
given set of services-like presenting the health status report, maintaining a drug kit, 
identifying and following up malnutrition and TB cases etc. (Panchayats already pay 
for overhead tank operator, TV -in -charge , and similar part time staff.). Those 
Panchayats where the health activists are more effective and where the health team 
has considerable influence are more likely to offer such support. Such support is less 
likely where the weaker sections amongst whom the programme is focused do not have 
much influence on the panchayat leadership. It would be unrealistic to expect such 
support before a few months are over and the panchayats see the effectiveness of the 


activist. 


3. Improving the economic status of the individual volunteer by arranging for access to 
relevant development schemes-like the mulch cow scheme, or a TRYSEM programme 
or a DWCRA group loan or some other economic activity - would be useful and may 
be considered. The only limitation for this is that it is in practical terms difficult to 
arrange support uniformly for all villages. But in combination with the other two ar- 
rangements such a measure would help in some of the villages. Even if only a few are 
helped this would create a positive feeling for the network amongst all the volunteers. 


4. One possibility is that the government fund a small honorarium to the health activist 
through the panchayat. However this is paid only with the concurrence of the NGO 
resource group, which is responsible for providing training and support to them. This 
would be a form of institutionalizing the relationship between government, panchayat 
and the NGO at terms where the spirit of such partnership has maximal chance for 
constant renewal. The caution is that such an arrangement must be entered into only 
after the two-year campaign has achieved its objectives, at least to a significant de- 
gree. If this caution is ignored in the hope of covering a much wider area in a much 
shorter time, one is likely to end up as a failuresimilar community health worker pro- 
grammes in the government sector have done in the past( village health guide, link 
volunteer scheme, Jan swasthya rakshak scheme etc.) Obviously such an approach is 
realizable only when the government has understood and become committed to this 
approach at the level of policy and politics. 


At the block level: 


What ever the option exercised for financially supporting the health activist, in the vil- 
lage the key to sustaining the health activist’s work is maintaining a good quality of sup- 
port. This necessarily means that there must be one full time trainer or facilitator for every 
10 to 15 villages. 
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b) 


c) 


after year. Getting a district Science forum leadership tha 
this is half the job. 


that supports them and may be possibly related to their work (like a Sanitary mart, or 
making food products like weaning foods). 


Government linkages: 


a) 


b) 


Sustenance of the programme also means a continued link with the government. An 
NGO (people’s movement) structure fully dependent in perpetuity on government fund- 
ing would completely alter its NGO (people’s movement) character. Without funding it 
is difficult for the government to sustain such a relationship .The focus should be on 
the health department understanding that active support should be given to such a 
movement in their own interests. This Support can and must take a number of non- 
monetary forms. 


One essential support measure is enabling letters from district health authorities that 
acknowledges this programme as a partnership and permits cooperation between 
health personnel and the NGO. Such cooperation may be needed in training and even 
for programme management. Such support need not be made compulsory for the PHC 
staff to provide as this will lead to resentment and poor quality. However enabling 
letters help the more motivated and understanding doctors and health staff to partici- 
pate fully . The official recognition of this programme helps build up popular broad 


based support in the community as well. 
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f) 
g) 


Government orders( and not just enabling letters) are however needed to = that 
support from the PHC is available for case detection camps and for referrals. 


Joint meetings may be organized with the multi purpose health workers (VHNs) and 
with medical officers so as to explain the programme and build up the required par- 
ticipation. | 
Special orders or a new scheme is needed to revitalize the drug depot scheme in the 
manner proposed (the scheme we have named the village medical kit.). The supplies 
for this must ideally come out of and be confined to the sub-center's budget, though it 
may be needed to expand the sub-center budget .(It may come out of grant to the 
panchayat as well). Drugs supplied through the village kit may be shown in the official 
registers as part of the sub-center’s work and need not be stated as the health activist'’s 
role separately. This is to ensure that the kit is seen as helping the VHN achieve her 
targets rather than become competitive to her role. (This same principle is applicable 
wherever the VHN has the same work allocation as the health activist) 


Joint efforts at disease surveillance may be organized where it is agreed upon. 


If there is willingness for the government to fund a programme for community par- 
ticipation in a continued way, one needs to work out the best way to do so such that the 
desired processes are helped . It is suggested therefore that the government can com- 
mit to supporting a small resource group of four or five at the district*level in those 
districts where over five blocks (over 300 villages) were taken up for the campaign. 
This fund could be assured for a five year period. This could be in addition to the 
honorarium per health activist paid through the panchayat . Another viable approach 
would be a scheme where the government paid each panchayat a minimum sum to fa- 
cilitate community level interventions and simultaneously funded this four or five per- 
son district resource center to train , monitor and support such panchayat planning for 
health and community interventions in health. Such a scheme would be useful only if 
it followed a two year intensive intervention as mooted in this proposal. 


Expanding the scope of the programme: 


Where there is sufficient administrative will and understanding this programme may 


be made part of a larger effort for improving health services through an effective district 
health planning and management effort .Such an approach has been outlined in a number 
of source books on this topic. (See the book: Reaching Health to the Poor: Source Book or 
District Health Management, Published by VHAI for Lal Bahadur Shastri National Acad- 
emy of Administration. 


Key to such approaches are: 


a) 


Assessing the district health status and drawing up a status report and then a district 
level health action plan. 


THE HEALTH CAMPAIGN GUIDE BOOK 


Setting in place an effective district disease surveillance programme ( similar to the 
NATHI model currently run by CMC Vellore) 


Expanding the proposed programme on community initiatives and panchayat level 
capability building to cover all blocks of the district. 


Strengthening referrals between PHC and taluk and district hospitals, using the com- 
munity participation generated in the earlier step , to make it acceptable to the public. 


Strengthening the intermediate level hospital ( the community health centre and first 
referral units) and district hospital so that the level of curative care and referral avail- 
able is of much better quality. Using a number of mobilisational possibilities to win 
public participation in such changes . Public mobilization and involvement of the right 
sort of public persons in hospital committees would also improve likelihood of effec- 
tive hospital reform. 


a 
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BUDGETARY 
IMPLICATIONS 


Given below is the unit cost of undertaking this two year intensive programme in one 
block . It is proposed that in the average block not more than 60 villages( i.e. 12000 house- 
holds, or about 60000 population) need be taken up. This is only two- thirds to half the 
population of a block. The understanding is that it is more cost and effort-effective to con- 
centrate on habitations of weaker sections and those that have greater problems of access - 
than on all habitations equally. However one insists on taking up the campaign in one or 
two villages under every panchayat so that the ‘capability building’ occurs in every 
panchayat. 

Unit cost for 60 villages (one block). 


tem scons) |e [owrmowh [rere 
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12000 


office expenses 
Travel costs 


26800 
294800 


Total (for one year) 
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_ one Is going in for a computerized monitoring system which is preferable one needs 
to add another 40,000 for the computer and accessories. 


} For two years, including the computer the costs are Rs.6.3 lakhs for a block (where 60 
villages and about 60000 population are directly covered. A block has about one lakh po u- 
lation) This is a significant cost but it is small additionally to existing costs and est 
ee Such an additional cost is worth bearing to make the existing investments more ef- 

ective. 


Costs of sustenance: 


Costs of sustaining the panchayat and community role after the first two campaign years 
will depend on the specific approach chosen. There are two components of this cost. One is 
a grant to panchayats for their sole and the other is a grant to the block's support NGO. The 
letter costs are likely to be in the range of about Rs 0.5 lakh to one lakh per year for five 
years for supporting the block/district support NGO. The grant to each panchayat for pro- 
moting community initiatives, would amount to about Rs.12000 per panchayat per year. 
That would mean another 1.5 lakhs per year expenditure per block.( where 60 villages is 
part of 12 panchayats). 9! 


The suggestion is that one initiates 3 blocks in about 2 or 3 districts in the first phase 
and then expands to over 15 blocks in about 10 districts after 2 years , and then to 75 blocks 
in the next two year phase , and to cover all of 350 to 400 blocks ina state like Tamilnadu in 
the last phase. Finance is not the constraint for such expansion. Even at its peak the invest- 
ment would be only about 20 crores, and to sustain it indefinitely only about 5 to 10 crores 
per year. This is easily realizable within state budgets, not to speak of central or interna- 
tional donor support. The major constraint on expansion is the need to build up peoples’ 
networks and train them adequately, so that the programme does not become routine and 
bureaucratized as happened with the total literacy campaigns. At this pace of expansion 
each block programme can be built up to desired quality and then it can act as the base for 
building up the next round of blocks. The next round of expansion is decided on, that is the 
blocks are chosen, only when a voluntary network of sufficient quality is built up and they 
carry out certain verifiable preparatory activities. At the outset itself the government must 
enter into a partnership with two are three NGOs who will co ordinate the building up a 

~ peoples network and launch the pilot programmes and later guide the expansion. The cost 


of this also need to be factored in. 
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TRAINING 


The Training Strategy: 


Training is constrained by the fact that most of the best volunteers cannot leave their 
homes and their work for considerable periods. Paying a stipend would seriously jeopard- 
ize the dynamics of selection of these volunteers. (In our villages there is always a group 
who are on the look out for any opportunity corner to benefits from government schemes 
for themselves. At the mention of a stipend this section would volunteer or the panchayat 
chief would offer it to as a favour to someone they feel should get the stipend. Persons cho- 
sen thus are usually not suited for this task). We therefore have to settle for a much shorter 
training time than we would have desired. 


Therefore training adopts two strategies. The first is to hold a series of monthly train- 
ing camps, beginning with a four or five day residential camp and then following it up with 
two day or even one day camps held at regular intervals. In each camp one module is initi- 
ated and a module covered earlier is reiterated. (the training content is organized into 8 
modules.) Over a period of one and half years about thirty days of training should be 
achieved. 


The second strategy, which is the more important one, is for persistent “on -the- job” 
training imparted by the full time trainers. At least once a week the activist should be ac- 
companied by the trainer/facilitator on her rounds and be actively coached on the job. 


For the trainers to be effective they themselves are provided with over 30 or 45 days of 
training in the first year all of which is residential and with a number of supervised field 
visits so that their skills are adequate. The single major skill repeatedly emphasized in the 
training process is that of assisting a mother to improve her child’s health based on an ana- 
lytic understanding of each child’s situation and needs. 
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Experience: The full time workers themselves get very well trained. But it is 
not easy for them to act as trainers. They tend to do the job themselves during 
their field visits, rather than use it as an opportunity to train a team. Training 
them as trainers, and that too for on- the- job training requires a special effort. 
Another major problem is that activists can be very irregular in attending the 
training camps. They may come late or leave early ,or miss a day and so on. It is 
difficult to know how much training has been achieved for each individual. The 
only way out is to introduce training evaluation as a major component of train- 
ing and train the trainers to use it actively and regularly. A set of over 300 ques- 
tions , usually in the multiple choice format has been prepared such that it cov- 
ers all the topics. This may be administered separately and an assessment made 
of the level of learning of each activist on each topic. The areas where they are 
shown to be deficient can be retrained on and the evaluation repeated. One also 
has to teach the trainers to keep such evaluation non- threatening and welcome. 
Certification will help. 


SEE aaa 
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Training Contents (Summary) 


The content of training is as follows - 


MAIN AREA 
BASIC PROGRAMME ASPECTS 


CHILD HEALTH 


WOMEN’S HEALTH 


ENDEMIC-DISEASES 


DRINKING WATER, SANITATION AND 


ENVIRONMENTAL HEALTH 


FIRST AID, HOME REMEDIES AND 
TREATMENT OF COMMON AILMENTS 


TRAINING SKILLS 
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SUB AREA 
Developing People’s participation 
Social Analysis 
Personality Development 
Existing Health Infrastructure 
Programme Outcomes and Roles 
and Activities 
Assessing the Programme: Programme 
monitoring 
Problem Areas 
Women's rights inner 
Demystification of Health 
Nutrition 
Immunisation 
Prevention and Treatment of diarrhoea 
Acute respiratory infections 
Gender Discrimination and health 
Age at Marriage 
Ante Natal Care 
Care at delivery 
Preventing Maternal Mortality 
Birth Spacing 
Abortion 
Common Gynecological problems 
Support activities for women 
Tuberculosis 
Leprosy 
STD / AIDS 
Skin Diseases 
Water-basic disease 
Malaria - Filaria 
Vector windows: 
Approach to sanitation 


AREA 
1.GENERAL 


AREA 
2.BREAST FEEDING 


HEALTH ACTIVIST TRAINING SYLLABUS : Details 
TOPIC : CHILD HEALTH (NUTRITION) 


SUB AREA 


a. Causes of malnutrition 


b. What is a balanced diet 
c. Identifying malnourished 


d. Who are vulnerable 


SUB AREA 


a. Exclusive breast feeding 


b. Initiating breast feeding 


c. When to stop B/F 


d. If breast milk flow is 
adequate 


e. Weaning 
/Supplementation 


POINTS 


: Economic causes 
: Cultural practices / child care 
: Information / education about 


feeding practices 


: Wasteful practices 
: Diseases 

: Food sources 

: fat and oils 

: Weight chart 

: Deficiency diseases 
: Mothers, children 

: Poor landless, 


female headed households 


POINTS 


: No water 

: No cow’s milk- 

: Till six months 

: Within an hour of birth 

: Feed colostrum 

: Do not supplement 

: Clean nipples 

: How much? How frequently? 
: Adding oils 

: Let baby.persist 

: Diet of mother 

: Comfort of breast feeding 

: Preventing pain or cracks etc. 


(i.e. care of the breasts) 


: When to start? 
: What to start? 
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f. Ban the bottle 


AREA SUB AREA 
3. THE 6 MONTH TO 


3 YEAR STAGE 
a. The normal child 


b. Failure to gain weight 


c. Growth monitoring 


AREA SUB AREA 
4, HEALTH ACTIVIST 
INTERVENTIONS 


> 


‘See chapter on that 


AREA SUB AREA 
5. DEFICIENCY DISEASES 
a. Anaemia 


b. B Complex deficiency 
c. Vitamin A deficiency 
d. Goitre 
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: Why? 

: Alternatives to B/F 

- Cup and spoon 

- dilution of milk 

: Sterilising bottle & nipple 
Sterilising cup & spoon 


POINTS 


The requirements 
(half the mother’s) 
: What to feed 
: 5 to 6 feeds 
: Add fats or oils 
: Greens and yellows 
: at 1 year similar to 
adult diet in content 
: Feeding during illness 
: Prevent & treat illness 
: Supplement after illness 
: Treat for worms 
: 5 or 6 feeds 
: Fats and oils 
: Child stimulation & its role 
: Vitamin A supplement & 
- Anemia treatment 
: The road to health card 


POINTS 


: Ability to analyse for cause 
in a given case and suggest 
appropriate measures 


POINTS 


: How to identify & how to correct 


CHILD HEALTH (ACUTE RESPIRATORY INFECTION) 


ARI Extent of the problem 

a. Coughs & colds : Why does it occur 
: Preventive steps 
: Treatment & what not to do 
: When to refer 

b. Pneumonia : Making a diagnosis 
: Who are vulnerable 
: Always refer 
: Treatment, if referral 

possible or will be delayed 


c. Wheezing : Diagnosis 
: Referral 
: Treatment 
CHILD HEALTH (IMMUNISATION) 
IMMUNISATION Why immunise : What disease it covers 
Focus on Polio/DTP/Measles : What effectivity against each 
disease 
BCG : What is it 
The immunisation 
schedule : Whose job 
Govt. immunisation prog : What day is fixed 
: How to help 
: Sterile precautions 
Problems : Expired vaccines 
: Cold chain 
: If the child is ill 
Adverse reaction : Types & how to manage 


: Local abscess 
: Local reaction 
: Anaphylaxis 
: Fever and fits 


a. eee 
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CHILD HEALTH (DIARRHOEA) 


Diarrhoea - Dehydration 


- ORS solution 


- Nutrition during 
Diarrhoea 

- Complicated 
Diarrhoea 


Signs of dehydration 
Moderate/severe 

Why 

How to make solution 


- Substitutes 


How much to give 
When to refer 


Vomiting 

Fever 

Mucus & Blood 
Chronic diarrhoea 
Cholera 

Ins mall babies 


‘WOMEN’S HEALTH 


WOMEN’S DISCRIMINATION 


Why Women are affected more ? 


What can be done ? 
PREGNANCY a. Age at Marriage 


b. Ante natal care 
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less food 

more work 

Less access to health care and education 
Violence 


Present status 

Reason for pushing back 

How to campaign for it 

Adolescent care 

High Risk Signs 

Anaemia & its treatment 

Tetanus Toxoid 

Education inputs for diet and rest etc. 


c. Careat Delivery : the5 cleans 


Role of training dais 
PHC/FRU facilities needed 
> Referral - when 
d. Cause for Maternal 
mortality : Proximate causes 

- Anaemia 

- Haemorrhage 

- Obstruction 

- Infections 

- Toxaemia 

- Abortion 

- Others 

Social causes 

- Nutrition 

- Age of delivery 

- Spacing 

- Rest 

- Stunted growth 


NEONATAL CARE 
Problems encountered & their causes : Accounts for 50% of all deaths 
How antenatal factors affect 
How delivery affects 
Low birth weight definition 
Care at birth : Cord care 
: Eye care 
Bath (not for 1 week if premature) 
Birth weight assessment 
Breast feeding 
Prevent infections 


Normal Phenomenon 
at birth 
Resuscitation of newborn 
Low birth weight babies 
Provide warmth 
B/F 
special care against infection 
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f. Post-partum care 
- Birth spacing 


g. Abortions (MTP) 


h. Understanding Govt. 


Programme for MCH : 


OTHER WOMEN’S HEALTH 
ISSUES 


Recognise danger signs 
When to refer 


Condoms 

IUDs 

Pills 

When & when not 
Where 

Risks 


What all services are available 
What more ought to be available 

as per existing scheme 
What more services are needed 
Common Gynaecological Problems: Men 
strual Disorders 
White Discharge 


WATER BORNE DISEASE, WATER, SANITATION 


WATER BORNE DISEASE 


Preventing Water-Borne Diseases 
making water source safe 
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Diarrhoea’ - case definition 
Dysentery - Bacillary -What ill 
effects it has 
- Amoebic - What causes it 
- Giardiasis 
Jaundice 
Polio 
Typhoid 
Worms 
Hook worm 
Malaria 
Filaria 
Encephalitis 


Pond/Tank 
Stream 


What is a safe source 
How to make each of these 


- Well 
- Borewell with hand pump 
- Overhead tank with standpost 


sources safe 


- Domestic Water - Boiling 
- Chlorine 
- Filter 
Sanitation Latrines - Types 


- How it works 
- Danger of contamination 
- How to maintain 
- How to secure orders & build 
- Soak pits 
- Garbage pits 
- Drainage 
Personal Hygiene - Hand washing 
- Nail cutting 
- Keeping food & water safe from dirty hands and flies 


Tracing an outbreak 
Total Sanitation 


ENDEMIC DISEASES & SURVEILLANCE 


TUBERCULOSIS 
Uuderstanding disease _: What causes it 
: How it spreads 
: How to recognise it 
: How it is treated 
H. Ass role : Case detection strategy & case detection 
: Case holding 
: Surveillance 
LEPROSY Understanding disease _: What is it 
: How it spreads 
: How to recognise it 
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: How it is treated 
H. A’s role : Case detection & definition 
: Case - holding 


Understanding importance of surveillance 


SURVEILLANCE Understanding the different types of 


surveillance planned : Doctor based surveillance 
: Health activist based cluster 
monitoring 
: Vital events record with volunteer 
sentinel’s help 


Understanding case definitions :Measles out breaks 


Surveillance of immunisable disease : Polio 
: neonatal tetanus 
: whooping cough 
I 


Interventions at community level 

& at individual level 

when case is reported : for all above diseases 
Deciding on diseases / indicators 

that can be part of disease 

surveillance in that locality 


CURATIVE ASPECTS 

1. First Aid - cuts & wounds 

- abscesses 

- dressings 

- snake bites 

- scorpion sting 

- dog bite 

- drowning 

- burns 

- electric shock 

- hanging 

- poisoning 
2. Skin diseases - scabies & Pyoderma 

- ring worm 

- diagnosis of Hansoms 
3. Diarrhoea - diagnosis and treatment 
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Common symptoms and their relief as well as referral when needed Fever, cough 
pain, anemia, wheezing and breathlessness etc | 
Non-drug remedies for common ailments 
Common gynecological disorders— an understanding. 


Essential drugs at village level and their indications uses 7. Wasteful drugs and 
practices 


9. Home remedies useful in symptomatic care. 


SKILLS TO BE LEARNT AT /OUTPATIENT DEPARTMENT/ DURING FAMILY VISITS 
Module 1 


a) Identifying by weight and growth to health card, whether a child is malnourished 


b) Diagnosing cause (proximate cause) of malnutrition and learning to advise mother 
Diagnosis of Dehydration and treatment of diarrhoea 


c Diagnosis of Pneumonia and A.R.I.d) Initiating breast feeding 

e) Giving proper immunisation 

f) Diagnosis of Anaemia, Vitamin A deficiency and Vitamin B deficiency Module 2 
g) Knowing whether a delivery being conducted by an ANM is safe. Module 4&5 
h) Identifying a case of leprosy 

i) Suspecting TB in a person 

j) Diagnosis of treatment of scabies and Ring worm Module 8 

k) First aid - esp. dressing 

1) minor symptomatic care -diagnosis and advice 


SKILLS TO BE LEARNT OUTSIDE HEALTH SECTOR 


In Module 6 
a) Chlorination 
b) Water testing 
c) Kitchen gardens 
d) Tracing epidemic sources 
e) Identifying mosquito breeding sites 
f) Making soak pits 
g) Garbage pits and composing In 
module 4 


h) Sustaining women’s support activities espicnecit cooperatiyes sanitary Bieta 
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dit cooperatives, sanitary mart etc. 


Appendix -1 


The Village Health Register. 
Basic Demographic Data Page (about page e of the register 
( to be filled up by the entire block team with the health activist also present. To be 
updated regularly by the facilitator/fulltime trainer. ) 


ea] 5. | oleae 


2 Events/remarks 
T 


. . 
. . 
. . 


This becomes the reference number for every household 
for all aspects of the programme. Though initially this 
is along the way the houses are placed , any additions 
may be made at the end and need not be inserted in. 


Household 


N 


& Serial number 


O. 
3, Name of head of 
household 


In most villages there are no door numbers. However if 
they are there do enter it for it makes identification later 
so much easier. 


This also needs to be included to facilitate identification 
of the household. Note down whomsoever is stated as the 
head .Usually it is the senior man. Often a woman’s name 
be may be submitted 


This is inclusive of men ,women and children . Remem- 
ber that both the very old and the very young tend to get 
left out .make a special effort to enquire whether any 
such person has not be counted. 


This includes the children below 5 
os. | Total No. of females | This includes the children below 5 


SER en’ 
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Total population of 
the house 


Total No. of children This is 


both boys and girls below the ages of 5 ,exactly 
below the age of 5 


upto 5th birthday. Ensure that girls are not left out .ask 


them to name all children and when they finish ask ‘any 
other girl?’ 


Events /remarks. This column occupies more than one half of the double 


page of the register This is filled later by the facilitator , 
with the health activist. Write in any family or family 
member who has migrated in or out, including those on 
a seasonal migration. Also facilitator can note any birth, 
death , pregnancy or marriage ,by simply putting down 
the first initial for example B for birth and the date of 
the event. This keeps the demographic data updated and 
may be done only once a month when the facilitator vis- 
its the village. The health activist need not do this. 


CHILD DETAILS (in about page 20 of the register) 


These are details of only the children below the age of five. The entire group fills up 
this page, with the health activist present. The columns on weight are filled up over two or 
three days. Updating of these pages is by the facilitator though over time the health activist 
may take up this as well. (Note:This table like the earlier one extends across both facing 
pages of the register i.e. pg20 & pg.21.) 


ye FA] Ff ees me sv'sspeeam | | aa] 12] a3] 14 [15] 16 J 


ES Ch| Name/Father | Mother] Date of |Immunisatio| Date of |WT.| G | Date) W/G | Re 
No. name|name [Birth DT P | Weight r |2nd/ t. |r. | Mar 

M Wt/ ks 
2S a es 
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ca. 


Column Explanation 


Column name 


Serial Number. 


2. Child Number 


3 Name of Child 


4 Name of father 


Name of mother 


Date of Birth 


7. |Immunisation-DPT| Write 1,2 or 3 depending on how many times the doses 
have been given . If the second year booster is given it is 
4 and if the fifth year booster is given it is 5. If no dose 
is given write 0. If a dose is given after we have num- 
bered just add +1next to it. 


This is the same number as given for the family in the 
earlier page. Thus if there are two children in a family, 
both children will have the same family number. 


A 
- 


This is given serially for each child. We make little use 
of this number. But it helps in identification at times. 


This could be a problem. Infant names change! Often 
they are called by nicknames. Try to get it right. 


This serves for identification 


This is even more useful for identification. Without these 
the child name alone will not be adequate. 


7 


This is not as difficult to estimate as people imagine . 
But it needs an effort. Use Indian months and calendar 
as well as the relationship with festivals(ten days before 
Diwali etc.) to get to the date . But write down the date 
only as per the standard calendar. 


Same as.the above, but now we are talking of polio drops. 
A dose given at pulse polio is also counted as 1 and added 
to give the score. 


Immunisation-Polio 


Immunistion. 
Measles 


Date of weighing 


This is given at ninth month .One dose is denoted by 1. 


Usually the remaining columns are filled on another day 
from the earlier columns. This is the day when we weigh 
the children .It is essential to note this as the weight has 
little meaning without this information. 
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Give weight in kilograms only correct to one dicima| 


place 
Fill this up using the chart, 


Same as column10. This could be in another page where 
only the first three columns are copied again and this 


forms the next column. 
Same as in column 1TH 


Same as in column]2. 


Date of 2nd 
weighing 


Some note of serious illness or death or migration when 
it is necessary. 


Vital Events And Disease Out Breaks Record. (about pg 50 is the register] 


The health activist alone fills up this page . This is a central task for her. The village 
womens/ health committee helps her in this. The facilitator copies the data on this page 
monthly and this is given to the project office. The health activist is not asked to send any 
report or data. After copying down the data she draws a line at the bottom of the last entry 
so that the next time she knows where to start. The health activist can write anevent that 
had occurred earlier but which she had not recorded at the bottom .But she should never 


insert it in the middle. 


Date of 
recording 
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Explanation 


This is the household or family no. given in the first 
page which identifies the family 


Except for pregnancy all events have a date of occur- 
rence . For a disease outbreak the starting date or a pe- 
riod maybe written 

The date when we recorded it is to be written down. This 
helps us to check whether we did what we were to have 
done with the information. 

Births, deaths, pregnancy and marriages are the four 
main events. Disease outbreaks may be included if the 
programme envisages it. The necessary instructions for 
recording these are in the appropriate modules. 


For each event there are two or three (maximum )details 
to be written. The details are only the most easy to ac- 
cess details, that even without any special effort or 
training they can get. Or it may relate to something they 
had to do. Remember that this page is to be used for 
intervention. And for the facilitator to check on whether 


Date of recording 
the desired intervention took place. If not she could ini- 


Remarks 

tiate it. 

Birth Was it a boy or a girl. Was it normal childbirth. Was the 
child birth assisted by trained or untrained dai ,or was 
it PHC or in a hospital. Where dai training programme 
is good most dais have a weight machine to record new 
born weight. In such places ensure they are used and 
record birth weight of the child. 


en Who? What was the age? And what is reported to be the 
reason. 

Marriage Who? What is the age of the girl.? Was health education 

books given or sold? Was health education talked about. 


Pregnancy Record month of pregnancy, and eventually the out- 
come. Note that for birth and deaths and pregnancy one 
must record it even if the girl belongs to another vil- 
lage and has come only for this delivery. Also whether 
she has been attended to. It is not advised to record 
about immunization, iron tablets etc. separately. Bet- 
ter for the facilitator to check whether the whole pack- 
age of essential steps have been taken or not and to 
complete them where necessary. 


a = 


No 


a 
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Annexure - ] 
STATEMENT ON NATIONAL HEALTH POLICY 
Government of India, Ministry of Health & Family Welfare, New Delhi, 1982 


Introductory 


i 


12 


3 


The Constitution of India envisages the establishment of a new social order based on equality, 
freedom, justice and the dignity of the individual, It aims at the elimination of poverty, igno- 
rance and illhealth and directs the State to regard the raising of the level of nutrition and the 
standard of living of its people and the improvement of public health as among its primary du- 
ties, securing the health and strength of workers, men and women, specially ensuring that chil- 
dren are given oppotunities and facilities to development in a healthy manner. 


Since the inception of the planning process in the country, the successvie Five-year Plans have 
been providing the framework within which the States may develop their health services infra- 
structure, facilities for medical education, research etc. Similar guidance has sought to be pro- 
vided through the discussions and conclusion arrived at in the Joint Conference of the Rural 
Councils of Health and Family Welfare and the Rural Development Council. Besides, Central 
legislation has been enacted to regulate standards of medical education, prevention of food adul- 
teration, maintenance of standards in the manufacture and sale of certified drugs, etc. 


While the broad approaches contained in the successive Plan documents and discussions in the 
forums referred to in para 1.2 may have generally served the needs of the situation in the past, it 
is felt that an integrated, comprehensive approach towards the future development of medical 
education research and services requires to be established to serve the actual health needs and 
priorities of the country. It is in this context that the need has been felt to evolve a National Health 


Policy. 


Our heritage 


2: 


India has arich, centuries-old heritage of medical and health sciences. The philosophy of Ayurveda 
and the surgical skills enunciated by Charaka and Shushruta bear testimony to our ancient tra- 
dition in the scientific health care of our people. The approach of our ancient medical systems 
was of a holistic nature, which took into account all aspects of human health and disease. Over 
the centuries, with the intrusion of foreign influences and mingling of cultures, various 
of medicine has, in a relatively short period of time, made a major impact on me =p 

to health care and pattern of development of the health services infrastructure in the country. 


Progress achieved 


3. 


ades and more, since the attainment of Independence, considerable 
d in the promotion of the health status of our people. Smallpox = 
er a problem; mortality from cholera and related disease as 
der control to a considerable extent. The mortality rate per 


EEE - 
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During the last three dec 
progress has been achieve 
been eliminated; plague is no long 
decreased and malaria brought un 


thousand of population has been reduced from 27.4 to 14.8 and the life expectancy at birth has 
‘ncreased from 32.7 to over 52.A fairly extensive network of dispensaries, hospitals and institu- 
ve care has development anda large stock of medical and health 


ecome available. Significant indigenous capacity has been es- 
hospital equipments, 


tions providing specialized curati 
personnel of various levels, has b | 
tablished for the production of drugs and pharmaceuticals, vaccines, sera, 


etc. 


The existing picture 


4. 


4.] 


4.2 


In spite of such impressive progress, the demographic and health picture of the country still 
constitutes a cause for serious and urgent concern. The high rate of population growth continues 
to have an adverse effect on the health of our people and the quality of their lives. The mortality 
rates for women and children are still distressingly high; almost one third of the total deaths 
occur among children below the age of 5 years; infant mortality is around 129 per thousand live 
births. Effo ts at raising the nutritional levels of our people have still to bear fruit and the extent 
and severity of malnutrition continues to be exceptionally high. Communicable and non-com- 
municable disease have still to be brought under effective control and eradicated. Blindness, 
leprosy and T.B. continue to have a high incidence. Only 31% of the rural population has access 
to potable water supply and 0.5% enjoys basic sanitation. 


High incidence of diarrhoea disease and other preventive and infectious diseases, specially 
amongst infants and children, lack of safe drinking water and poor environmental sanitation, 
poverty and ignorance are among the major contributory causes of the high incidence of disease 
and mortality. 


The existing situation has been largely engendered by the almost wholesale adoption of health 
manpower development policies and the establishment of curative centre based on the Western 
models, which are inappropriate and irrelevant the real needs of our people and the socio-eco- 
nomic conditions obtaining in the country. The hospital-based disease, and cure-oriented ap- 
proach towards the establishment of medical services has provided benefits to the upper crusts 
of society, specially those residing in the urban areas. The proliferation of this approach has been 
at the cost of providing comprehensive primary health care services to the entire population, 
whether residing in the urban or in the rural areas. Furthermore, the continued high emphasis 
on the curative approach has led to the neglect of the preventive, promotive, public health and 
rehabilitative aspects of the health care. The existing approach instead of improving awareness 
and building up self-reliance, has tended to enhance dependency and weaken the community's 
capacity to cope with its problems. The prevailing policies in regard to the education and train- 
ing of medical and health personnel, at various levels, has resulted in the development of a cul- 
tural gap between the people and the personnel providing care. The various health programmes 
have, by and large, failed to involve the individuals and families in establishing a self-reliant 
community. Also, over the years, the planning process has become largely oblivious of the fact 
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that the ultimate goal of achieving a satisfactory health status for all our people cannot by se- 
cured without involving the community in the identification of their health needs and priorities 
as well as in the implementation and management of the various health and related programmes. 


Need for evolving a health policy based on the revised 20-point programme 


5. 


asl 


India is committed to attaining the goal of "Health for all by the year 2000 A.D." through the 
universal provision of comprehension primary health care services. The attainment of this goal 
requires a thorough overhaul of the existing approaches to the education and training of medical 
and health personnel and the reorganisation of the health services infrastructure. Furthermore, 
considering the large variety of inputs into health, it is necessary to secure the complete integra- 
tion of all plants for health and human development with the overall national socio-economic 
development process, and specially in the more closely health related sectors, e.g., drugs and 
pharmaceuticals, agriculture and food production, rural development, education and social 
welfare, housing, water supply and sanitation, prevention of food adulteration, maintenance of 
prescribed standards in the manufacture and sale of drugs and the conservation of the environ- 
ment. In sum, the contours of the National health Policy have to be evolved within a fully inte- 
grated planning framework which seeks to provide universal comprehensive primary health care 
‘services, relevant to the actual needs and priorities of the community at a cost which the people 
can afford, ensuring that the planning and implementation of the various health programmes is 
through the organised involvement and participation of the community, adequately utilising the 
services being rendered by private voluntary organisations active in the health sector. 


It is also necessary to ensure that the pattern of development of the health services infrastructure 
in the future fully takes into account the revised 20-point programme. The said programme 
attributes very high priority to the promotion of family planning as a people's programme, on a 
voluntary basis, substantial segmentation and provision of primary health facilities on a univer- 
sal basis; control of leprosy, T.B. and Blindness; acceleration of welfare programmes for women 
and children, nutrician programmes for pregnant women, nursing mothers and children, espe- 
cially in the tribal, hill and backward areas. The programme also places high emphasis on the 
supply of drinking water to all problem villages, improvements in the housing and environments 
of the weaker section of society; increased production of essential food items; integrated rural 
developments; spread of universal elementary education, expansion of the public distribution 


systems, etc. 


Population stabilisation 


6. 


Irrespective of the changes, no matter how fundamental, that may be brought about in the over- 


roach to health care and the restructuring of the health services, not much headway is 
unless success is achieved in 


ald be achieved in improving the health status of the people 
ini 
Since all family peat voluntary efforts,and moving towards the goal of popu- 


f the vital importance of securing the balanced growth of the popu- 
a National Population Policy. 


securing the smal 
lation stabilisation. In view 0 
lation it is necessary to enunciate, separately, 
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Medical and health education 


7. 


It is also necessary to appreciate that the effective delivery of health care services would depend 
very largely on the nature of education, training and appropriate orientation towards commu- 
nity health of all categories of medical and health personnel and their capacity function as an 
integrated team, each of its members performing given tasks within a coordinated action pro- 
gramme. It is therefore, of crucial importance that the entire basis and approach towards medi- 
cal and health education, at all levels, is reviewed in terms of national needs and priorities and 
the curricular and training programmes restructured to produce personnel of various grades of 
skill and competence, who are professionally equipped and socially motivated to effectively deal 
with day-to-day problems, within the existing constraints. Towatds+this end, it is necessary to 
formulate, separately, a national medical and health education policy with (i) sets out the changes 
required to be brought about in the curricular contents and training programme of medical and 
health personnel, at various levels of functioning; (ii) takes into account the need for establish- 
ing the extremely essential inter-relations between functionaries of various grades (iii) provides 
guidelines for the production of health personnel on the basis of realistically assessed manpower 
requirements; (iv) seeks to resolve the existing sharp regional imbalances in their availability; 
and (v) ensures that personnel at all levels are socially motivated towards the rendering of com- 


munity health services. 


Need for providing primary health care with special emphasis on the preventive, promotive and 
rehabilitative aspects : 


8. 


Presently, despite the constraint of resources, there is disproportionate emphasis on the estab- 
lishment of curative centres-dispensaries, hospitals, institutions for specialist treatment - the 
large majority of which are located in the urban areas of the country. The vast majority of those 
seeking medical relief have to travel long distances to the nearest curative centre, seeking relief 
for ailments which could have been readily and effectively handl:_. at the community level. Also 
for want of a well established referral system, those seeking curative care have the tendency to 
visit various specialist centres, thus further contributing to congestions, duplication of efforts 
and consequential waste of resources. To put an end to the existing all-round unsatisfactory situ- 
ation, % is urgently necessary to restructure the health services within the following broad ap- 
proach : 


To provide within a phased, time bound programme a well dispersed network of comprehensive 
primary health care services, integrally linked with the extension and health education approach 
which takes into account the fact that a large majority of health functions can be effectively han- 
dled and resolved by the people themselves, with the organised support of volunteers, auxilia- 
ries, para-medicals and adequately trained multi-purpose workers of various grades of skill and 
competence, of both sexes. There are a large number of private, voluntary organisations active in 
the health field all over the country. Their services and support would require to be utilised and 
intermeshed with the governmental efforts, in an integrated manner. 
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(2) 


(3) 


(4) 


(5) 


To be effective, the establishment of the 


rimary heal ' 
transfer of knowledge, sinaplecitan saa ry health care approach would involve large scale 


technologies to health volunteers, selected by th 
. . . . . ; g Se 
munities and enjoying their confidence. The functioning of the front line of workers, aces by 


i Re would require to be related to definitive action plans for the translation of medi- 
cal and hea th knowledge into practical action, involving the use of simple and inexpensive in- 
tervention which can be readily implemented by persons who have undergone short periods of 


training. The quality of training of these health guid ial i 
guides/workers would be of 
to the success of this approach. a. eee 


The success of the decentralised primary health care system would depend vitally on the organ- 
ised building participation; on the provision of organised, back up support of the secondary and 
tertiary levels of the health care services, providing adequate logistical and technical assistance. 


The decentralisation of services would require the establishment of a well worked out referral 
system to provide adequate expertise at the various levels to the organisational set-up nearest to 
the community. depending upon the actual needs and problems of the area, and thus ensure 
against the continuation of the existing rush towards the curative centres in the urban areas. The 
effective establishment of the referral system would also ensure the optimal utilisation of exper- 
tise at the higher levels of the hierarchical structure. This approach would not only lead to the 
progressive improvement of comprehensive health care services at the primary level but also 
provide for timely attention being available to those in need of urgent specialist care, whether 
they live in the rural or the urban areas. 


To ensure that the approach to health care, does not merely constitute a collection of desperate 
health interventions but consists of an integrated package of services seeking to tackle the entire 
range of poor health conditions, on a broad front, it is necessary to establish a nation-wide chain 
of sanitary-cum-epidemiological stations. The location and functioning of these stations. The 
location and functioning of these stations may be between the primary and secondary levels of 
the hierarchical structure, depending upon the local situations and other relevant considera- 
tions. Each such station would require to have suitable trained staff equipped to identify, plan 
and provide preventive, promotive and mental health care services. It would be beneficial, de- 
pending upon the local situations, to establish such stations at the Primary Health Centres. The 
district health organisation should have, as an integral part of its set-up, a well organised epide- 
miological unit to coordinate and superintend the functioning of the field station. These stations 
would participate in the integrated action plans to eradicate and control diseases, besides tack- 
ling specific local environmental health problems. In the urban agglomerations, the municipal 
and local authorities should be equipped to perform similar functions, being supported with 
adequate resources and expertise, to effectively deal with the local ee ee. He 
problems. The aforesaid approach should be implemented aeons t a oe y 
participation and contributions, in whatever form possible, to achieve meaning 


a time-bound programme. 
— ee a 
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The location of curative centres should be related to the populations they serve keeping in view 
the densities of population, distances, topography, transport connections. These centres should 
function within the recommended referral system, the gamut of the general specialities required 
to deal with the local disease patterns being provided as near to the community as possible, of 
the secondary level of the hierarchical organisation. The concept of dominciliary level and the 
field-camps approach should be utilised to the fullest extent, to reduce the pressures on these 
centres, specially in efforts relating to the control and eradication of Blindness, Tuberculosis, 
Leprosy, etc. To maximise the utilisation of available resources, new and additional curative cen- 

tres should be established only in exceptional cases, the basic attempt being towards the 
upgradation of existing facilities, at selected locations, the guiding principle being to provide 

specialist services as near to the beneficiaries as may be possible, within a well-plarined net- 

work. Expenditure should be reduced through the fullest possible use of cheap locally available 

building materials, resort to appropriate architectural designs and engineering concepts and by 

economical investment in the purchase of machineries and equipments, ensuring against avoid- 

able duplication of such acquisitions, it is also necessary to devise effective mechanisms for the 

repair, maintenance and proper upkeep of all bio-medical equipments to secure their maximum 

utilisation. 


With a view to reducing governmental expenditure and fully utilising untapped resources, planned 
programmes may be devised, related to the local requirements and potentials, to encourage the 
establishment of practice by private medical professional, increased investment by non-govern- 
mental agencies establishing curative centres and by offering organised logistical, financial and 
technical support to voluntary agencies active in health field. 


While the major focus of attention in restructuring the existing governmental health organisa- 
tions would relate to establishing comprehensive primary health care and public health services, 
within an integrated referral system, planned attention would also require to be devoted to the 
establishment of centres equipped to provide speciality and super-speciality service, through a 
well dispersed net work of centres, to ensure that the present and future requirements of special- 
ist treatment and adequately available within the country. To reduce governmental expenditures 
involved in the establishment of such centres, planned efforts should be made to encourage pri- 
vate investments in such fields so that the majority of such centres, within the governmental set 
up, can provide adequate care and treatment to those entitled to free care, the affluent sectors 
being looked after by paying clinics. Care would also require to be taken to ensure the appropri- 
ate dispersal of such centres, to remove the existing regional imbalances and to provide services 
within the reach of all, whether rural or the urban areas. 


Special, well coordinated programmes should be launched to provide mental health care as well 
as medical care and the physical and social rehabilitation of those who are mentally retarded, 
deaf, dumb, blind, physically disabled, infirm and the aged. Also, suitably organised programmes 
would require to be launched to ensure against the prevention of various disabilities. 
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(10) 


(11) 


(12) 


In the establishment of the re-organised services, the first priority should be accorded to provide 


services to those residing in the tribal, hill and backward areas as well as to endemic disease 
affected populations and the vulnerable sections of the society, 


In the re-organised health services schem 


e, efforts should be made t af 
of personnel at all levels of functioning. Sensure adequate mobility 


In the various approaches, set out in (1) to (11) above organised efforts would require to be 
made to fully utilise and assist in the enlargement of the services being provided by private vol- 
untary organisations active in the health field. In this context, planning encouragement and sup- 


port would also require to be afforded to fresh voluntary efforts, specially those which seek to 
serve the need of the rural areas and the urban slums. 


Reorientation of the existing health personnel 


9. 


A dynamic process of change and innovation is required to be brought in the entire approach to 
health manpower development, ensuring the emergence of fully integrated bands of workers 
functioning within the "Health Team" approach. 


Private practice by governmental functionaries 


10. 


Itis desirable for the States to take steps to phase out the system of private practice by medical 
personnel in government service, providing at the same time for payment of appropriate com- 
pensatory non-practicing allowance. The State would require to carefully review the existing 
situation, with special reference to the availability and dispersal of private practitioners, and 
take timely decisions in regard to this vital issue. 


Practitioners of indigenous and other systems of medicine and their role in health care 


ll. 


The country has a large stock of health manpower comprising of private practitioners in various 
systems, for example, Ayurvedic, Unani, Siddha, Homoeopathy, Yoga, Naturopathy etc. : 


This resource has not so far been adequately utilised. The practitioners of these various systems 
enjoy high local acceptance and respect and consequently exert considerable influence on health 
beliefs and practices. It is, therefore, necessary to initiate organised measures to enable each of 
these various systems of medicine and health care to develop in accordance with its genius. Si- 
multaneously, planned efforts should be made to dovetail the functioning of the practitioners of 
these various systems and integrate their services, at the appropriate levels, within specified 
areas of responsibility and functioning, in the over-all health care delivery system, specially in 
regard to the preventive, promotive and public health objectives. Well considered steps would 
also require to be launched to move towards a meaningful phased integration of the indigenous 


and the modern systems. 


Problems requiring urgent attention 


12. 


Besides the recommended restructuring of the health services infrastructure, reorientation of 
alth manpower, community involvement and exploitation of the services of 
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private medical practitioners, specially those of the traditional and other systems, involvement 
and utilisation of the services of the voluntary agencies active in the health field, etc., it would be 
necessary to devote planned, time-bound attention to some of the more important inputs re- 
quired for improved health care. Of these, priority attention would require to be devoted to: 


(i) Nutrition ; National and regional strategies should be evolved and implemented, ona time-bound 
basis, to ensure adequate nutrition for all segments of the population through a well developed 
distribution system specially in the rural areas and urban slums. Food of acceptable quality must 
be available to every person in accordance with his physical needs. Low cost, processed and 
ready-to-eat food should be produced and made readily available. The over-all strategy would 
necessarily involve organised efforts of improving the purchasing power of the poorer sections 
of the society. Schemes like employment guarantee scheme, to which the government is com- 
mitted could yield optimal results if these are suitably linked to the objective of providing ad- 
equate nutrition and health cover to the rural and the urban poor. The achievement of this objec- 
tive is dependent on integrated socio-economic development leading to the generation of pro- 
ductive employment for all those constituting the labour force. Employment guarantee scheme 
and similar efforts would require to be specially enforced to provide social security for identified 
vulnerable sections of the society. Measures aimed at improving eating habits, inculcation of 
desirable nutritional practices, improved and scientific utilisation of available food materials 
and the effective popularisation of improved cooking practices would require to be implemented. 
Besides, a nation-wide programme to promote breast feeding of infants and eradication of vari- 
ous social taboos detrimental to the promotion of health would need to be initiated. Simultane- 
ously, the problems of communities afflicted by chronic nutritional disorders sould be tackled 
through special schemes including the organisation of supplementary feeding programmes di- 
rected to the vulnerable sections of the population. The force and effect of such programmes 
should be ensured by delivering them within the setting of fully integrated health care activities, 
to ensure the inculcation of the educational aspects, in the over-all strategy. 


(ii) Prevention of food adulteration and maintenance of the quality of drugs: Stringent measures are 
required to be taken to check and prevent the adulteration and contamination of foods at the 
various stages of their production, processing, storage, transport, distribution, etc. To ensure 
uniformity of approach, the existing law would require to be reviewed and effective legislation 
enacted by the Centre. Similarly the most urgent measures require to be taken to ensure against 
the manufacture and sale of spurious and substandard drugs. 


(iii) Water supply and sanitation: The provision of safe drinking water and the sanitary disposal of 
waters, human and animal wastes, both in urban and rural areas, must constitute an integrated 
package. The enormous backlog in the provision of these services to the rural population and in 
the urban agglomerations must be made up on the most urgent basis. The provision of water 
supply and basic sanitation facilities would not automatically improve health. The availability of 
such facilities should be accompanied by intensive health education campaigns for the improve- 
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| g the drainage and disposal of 
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hay Abbas: technologies in the planning and management of the delivery systems. Be- 
sides, the involvement of the community in the implementation and management of the systems 


would be of crucial importance both for reducing costs as well as to see that the beneficiaries 
value and protect the services provided to them. 


(iv) Environmental protection : While preventive, promotive, public health services are established 
and the curative services reorganised to prevent, control and treat diseases, it would be equally 
necessary to ensure against the haphazard exploitation of resources which cause ecological dis- 
turbances leading to fresh health hazards. It is, therefore, necessary that economic development 
plans, in the various sectors, are devised in adequate consultation with the Central and the State 
Health authorities. It is also vitally essential to ensure that the present and future industrial and 
urban development plans are centrally reviewed to ensure against congestions, the unchecked 
release of noxious emissions and the pollution of air and water. In this context, it is vital to ensure 
that the siting and location of all manufacturing units is strictly regulated through legal meas- 
ures, if necessary. Central and State Health authorities must necessarily be consulted in estab- 
lishing locational policies for industrial development and urbanisation programmes. Environ- 
mental appraisal procedures must be developed and strictly applied in according clearance to 
the various developmental projects. 


(v) Immunisation Programme: It is necessary to launch an organised, nationwide immunisation 
programme, aimed at cent percent coverage of targeted population groups with vaccines against 
preventable and communicable diseases. Such an approach would not only prevent and reduce 
disease and disability but also bring down the existing high infant and child morality. 


(vi) Maternal and child health service: A vicious relationship exists between high birth rates and 
high infant mortality, contributing to the desire for more children. The highest priority would, 
therefore require to be devoted to efforts to launching special programmes for the improvement 
of maternal and child health with a special focus on the less privileged sections of society. 
Such Programmes would require to be decentralised to the maximum possible extent, their de- 
livery being at the primary level, nearest to the doorsteps of the beneficiaries. While efforts should 
continue at providing refresher training and orientation to the traditional birth attendants, 
schemes and programmes should be launched to ensure that progressively all deliveries are con- 
ducted by competently trained persons so that complicated cases receive timely and expert at- 
tention, within a comprehensive programme providing ante-natal, intra-natal and postnatal care. 


(vii) School health programme: Organised school health services, integrally inked with the general, 
preventive and curative service, would require to be established within time limited programmes. 
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(viii) Occupational health serviced: There is urgent need fo 


r launching well-considered schemes to 


prevent and treat diseased and injuries from occupational hazards, not only in the various in- 
dustries but also in the comparatively unorganised sectors like agriculture. For this purpose, the 
coverage of the Employees State Insurance Act, 1948, may be suitably extended = oe 
equate coordination of efforts with the general health service. In their respective spheres of re- 
sponsibility, the Centre and the States must inroduce organised occupational health serviced to 
reduce morbidity, disabiliries and mortality and thus promote better health and increased wel- 


fare and productivity on all fronts. 


Health Education 


13. 


The recommended efforts, on various fronts, would bear only marginal results unless nation- 
wide health education programmes, backed by appropriate communication stategies are launched 
to provide health information in easily understandable form. to motivate the development of an 
attitude for Yealthy living. The public health education programme should be supplemented by 
health, nutrion and population education institutions at various levels. Simultaneous, efforts 
would require to be made to promote universal education, specially adult and family education, 
without which the various efforts to organise presentative and promotive health activities, fam- 
ily planning and improved maternal and child health cannot bear fruit. 


Management information system 


14. 


Appropriate decision making and programme planning in the health and related fields in not 
possible with to establishing an effective health information system. A nation-wide organisa- 
tional set-up should be established to procure essential health information. Such Information is 
required not only for assisting in planning and decision making but to also provide timely warn- 
ings about emerging health problems and for reviewing, monitoring and evaluating the various 
on-going health programmes, The building up of a well conceived health information system is 
also necessary for assessing medical and health manpower requirements and taking timely de- 
cisions, on a continuing basis, regarding the manpower requirement in the future. 


Medical industry 


15. 


The country has built up sound technological and manufacturing capability in the field of drugs, 
vaccines, bio-medical equipments, etc. The available know-how requires to be adequately ex- 
ploited to increase the production of essential and life saving drugs and vaccines of proven qual- 
ity to fully in regard to the national programmes, Diarrhoea diseased, etc. The production of the 
essential, life saving drugs under their generic names and the adoption of economical packaging 
practices would considerably reduce the unit cost of musicians bringing them within the reach 
of the poorer sections of society, besides significantly reducing the expenditure being incurred 
by the governmental organisation on the purchase of drugs. In view of the low cost of indigenous 
and herbal medicines, organised efforts may be launched to establish herbal gardens, producing 
drugs of certified quality and making them easily available. 
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Health Insurance 


16. 


Besides mobilising the community resources, through its active participation in the implemen- 
tation in the implementation and management of national health and related sige hitnce it 
would be necessary to device well considered health insurance schemes, on a State-wise bats 
for mobilising additional resources for health promotion and ensuring that the communit shares 
the cost of the services, in keeping with its paying capacity. Q 


Health legislation 


Fy. 


It is necessary to urgently review all existing legislation and work towards a unified, comprehen- 
sive legislation in the health field, enforceable all over the country. 


Medical research 


18. 


The frontiers of the medical sciences are expanding at a phenomenal pace. To maintain the coun- 
try's lead in this field as well as to ensure self-sufficiency and generation of the requisite compe- 
tence in the future, it is necessary to have an organised programme for the building up and 
extension of fundamental and basic research in the field of biomedical and allied sciences. Prior- 
ity attention would require to be devoted to the resolution of problems relating to the contain- 
ment and eradication of the existing, widely prevalent diseases as well as to deal with emerging 
health problems. The basic objective of medical research and the ultimate test of its utility would 
involve the translation of available know-how into simple, low-cost, easily applicable appropri- 
ate technologies, devices and interventions suiting local conditions, thus placing the latest tech- 
nological achievements, within the reach of health personnel, and to the front line health work- 
ers, in the remotest corners of the country. Therefore, besides devotion to basic, fundamental 
research, high priority should be accorded to applied, operational research including action re- 
search for continuously improving the cost effective delivery of health services. Priorities would 
require to be identified and laid down in collaboration with social scientists, planners and deci- 
sion makers and the public. Basic research efforts should devote high priority to the discovery 
and development of more effective treatment and preventive procedures in regard to communi- 
cable and tropical diseases - Blindness, Leprosy, T-B., etc. Very high priority would also have to 
be devoted to contraception research, to urgently improve the effectiveness acceptability of ex- 
isting methods as well as discover more effective and acceptable devices. Equally high attention 
should also be established to identify essential equipments required for extensive use and to 
promote and enlarge their resources to be devoted to nutrition research, to improve the health 
status of the community. The overall effort should aim at the balanced development of basic, 


clinical problem-oriented operational research. 
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Inter-sectorial cooperation 


19. 


All health and human development must ultimately constitute an integral component of the 
overall socio-economic developmental process in the country. It is thus of vital importance to 
ensure effective coordination between the health and its more intimately related sectors. It is, | 
therefore, necessary to set up standing mechanisms, at the centre and in the States, for securing 
inter-sectoral coordination of the various efforts in the fields of health and family planning, 
medical education and research, drugs and pharmaceuticals, agriculture and food, water supply 
and drainage, housing, education and social welfare and rural development. The coordination 
and review, committees to be set up, should review progress, resolve bottlenecks and bring about 
such shifts in the contents and priorities of programmes as may appear necessary to achieve the 
overall objectives. At the community level it would be desirable to devise arrangements for health 
and all other developmental activities being coordinated under an integrated programme of ru- 


ral development. 


Monitoring and review of progress 


20. 


It would be of crucial importance to monitor and periodically review, the success of the efforts 
made and the results achieved. For this purpose, it is necessary to urgently identify the base line 
situation and to evolve a phased programme for the achievement of short and long term objec- 
tives in the various sectors of activity. Towards this end, the current level of achievement as well 
as the broad indicators for the achievement of certain basic health and family welfare goals are 
set out in the annexed tabular statement* These goals, as well as other allied objectives, would 
require to be further worked upon and specific targets for achievement established by the Cen- 
tral and the State Governments in regard to the various functioning. 


Annexure - 2 
1. The alma ata declaration 


The International Conference on Primary Health Care meeting in Alma-Ata this twelfth day of 
September in the year nineteen hundred and seventy eight, expressing the need for urgent ac- 
tion by all governments all health and development workers and the world community to protect 
and promote the health of all the people of the world, hereby makes the following Declaration. 


The conference strongly reaffirms that health, which is a state of complete physical mental and 
social well being and not merely the absence of disease or infirmity, is a fundamental human 
right and that the attainment of the highest possible level of health is a most important world 
wide social goal whose realization requires the action of many other social and economic sectors 
in addition to the health sector. 
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V1. 


VI. 


ts Hise inequality in the health status of the people, particularly between developed 
ping countries as well as within countries, is politically, socially and economical] 
unacceptable and is, therefore of common concern to all countries. oe 
Economic and social development, based on a New 
importance to the fullest attainment of health for alla 
health status of the developing and developed count 
health of the people is essential to sustained econom 
to a better quality of life and to world peace. 
The people have the right and duty to participate individually and collectively in the planning 
and implementation of their health care. 
Governments have a responsibility for the health of their people which can be fulfilled only by 
the provision of adequate health and social measures. A main social target of governments, in- 


International Economic Order, is of basic 
nd to the reduction of the gap between the 
ries. The promotion and protection of the 
ic and social development and contributes 


__ ternational organizations and the whole world community in the coming decades should be the 


attainment by all peoples of the world by the year 2000 of the level of health that will permit them 
to lead a socially and economically productive life. Primary health care is the key to attaining this 
target as part of development in the spirit of social justice. 


Primary health care is essential health care based on practical scientifically sound and socially 
acceptable methods and technology made universally accessible to individuals and families in 
the community through their full participation and at a cost that the community and country 
can afford to maintain at every stage of their development in the spirit of self reliance and self- 
determination. It forms an integral part, both of the country's health system, of which it is the 
central function and main focus, and of the overall social and economic development of the 
community with the national health system bringing health care as close as possible to where 
people live and work, and constitutes the first element of a continuing health care process. 


Primary health care : 


reflects and evolves from the economic conditions and socio-cultural and political characteris- 
tics of the country and its communities, and is based on the application of the relevant results of 
social, biomedical and health services research and public health experience. 

addresses the main health problems in the community, providing promotive, preventive, cura- 
tive and rehabilitative services accordingly. 

includes at least : education concerning prevailing health problems and the methods of prevent- 
ing and controlling them, promotion of food supply and proper nutrition, an adequate supply of 
safe water and basic sanitation, maternal and child health care, nce planning, im- 
munization against the major infectious diseases prevention and control of pe “re _ 
eases, appropriate treatment of common diseases and injuries and provision 3 essential drugs. 
includes, in addition to the health sector, all related sectors and aspects of patio and ae 
nity development, in particular agriculture, animal husbandry, a oe “gaara! . 
ing, public works, communications and other sectors and demands the coor 


the those sectors. 
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VIII. 


requires and promotes maximum community and individual self reliance and participation in 
the planning organization cooperation and control of primary health care, making fullest use of 
local, national and other available resources and to this end develops through appropriate edu- 
cation the ability of communities to participate. | 
should be sustained by integrated, functional and mutually-supportive referral systems, leading 
to the progressive improvement of comprehensive health care for all and giving priority to those 
most in need. 

relies, at local and referral levels, on health workers, including physicians, nurses, midwives, 
auxiliaries and community workers as applicable as well as traditional practitioners as needed, 
suitably trained socially and technically to work as a health team and to respond to the expressed 
health needs of the country. 

All governments should formulate national policies, strategies and plans of action to launch and 
sustain primary health care as part of a comprehensive national health system and in coordina- 
tion with other sectors. To this end, it will be necessary to exercise political will, to mobilize the 
country's resources and to use available external resources rationally. 

All countries should cooperate in a spirit of partnership and service to ensure primary health 
care for all people since the attainment of health by people in any one country directly concerns 
and benefits every other country. In this context the joint WHO/UNICEF report on primary health 
care constitutes a solid basis for the further development and operation of primary health care 
throughout the world. 


An acceptable level of health for all the people of the world by the year 2000 can be attained 
through a fuller and better use of the world's resources, a considerable part of which is now spent 
on armaments and military conflicts. A genuine policy of independence, peace, and disarma- 
ment could and should release additional resources that could well be devoted to peaceful aims 
and in particular to the acceleration of social and economic development of which primary health 
care, as an essential part should be allotted its proper share. 


The International Conference of Primary Health Care calls for urgent and international action to 
develop and implement primary health care throughout the world and particularly indeveloping 
countries in a spirit of technical cooperation and in keeping with a New International Economic 
Order. It urges governments, WHO and UNICEF and other international organization as well as 
multilateral and bilateral agencies, non-governmental organizations, funding agencies, all health 
workers and the whole world community to support national and international commitment to 
primary health care and to channel increased technical and financial support to it, particularly 
in developing countries. The conference calls on all the aforementioned to collaborate in intro- 


ducing, developing and maintaining primary health care in accordance with the spirit and con- 
tent of this Declaration. 
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